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Introduction

Endovascular treatment (EVT) has become a standard part of 
care for patients with acute ischaemic stroke due to large ves-
sel occlusion (LVO).1 The aims of anaesthetic management 
during EVT are to facilitate the procedure and provide opti-
mal physiological conditions to limit infarct growth.2–4 An 
important goal is thus to improve oxygen delivery via the col-
lateral circulation to the salvageable penumbra by optimising 
blood pressure, cerebral blood flow and arterial oxygen con-
tent. To achieve this, end-tidal CO2, SaO2 and invasive arterial 
blood pressure monitoring are recommended.2,3,5 A monitor 
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of cerebral oxygenation is also desirable since it could be used 
to inform decisions concerning ventilatory and haemody-
namic management before and after recanalisation.

Near-infrared spectroscopy (NIRS) is a non-invasive 
technique used to measure regional cerebral tissue oxygen 
haemoglobin saturation (rSO2). It is thought that 70% of the 
NIRS signal is derived from venous blood and 30% from 
arterial blood, and that rSO2 values reflect the overall bal-
ance between cerebral oxygen demand and supply.6,7 
Currently, clinical use of NIRS is based on expert consen-
sus, predominantly informed by prospective, observational 
studies performed during cardiothoracic, paediatric and 
carotid artery surgery. The evidence regarding clinical util-
ity in these circumstances is equivocal.8–10

There are only limited reports of the use of NIRS during 
EVT, all including patients with an internal carotid artery 
(ICA) or middle cerebral artery (MCA) occlusion.11–14 
These studies show conflicting outcomes, which might be 
due to application of the NIRS ‘sensor’ (i.e. the assembly 
containing the transmitter and receiver devices on a self-
adhesive pad) on the (outer) forehead, resulting in signal 
interference from unaffected areas in patients with an ICA 
or MCA occlusion.

We aimed to determine if a four-wavelength NIRS mon-
itor, with sensors placed over the temporal versus frontal 
lobes, could detect inter-hemispheric differences and intra-
hemispheric changes in rSO2 during EVT in patients with 
an ICA and/or MCA occlusion.

Methods

In this prospective, observational study, we included 
patients with acute ischaemic stroke undergoing EVT in the 
University Medical Centre Groningen (UMCG) between 
May 2019 and November 2020. Between March 2020 and 
August 2020, the inclusion of patients was halted due to the 
COVID-19 pandemic.

As this research did not fall within the scope of the 
Dutch Medical Research Involving Human Subjects Act 
(WMO), the need for formal ethical committee approval 
was waived by the Institutional Ethical Review Board of 
the UMCG (reference number: METc 2018/464). Written 
informed or deferred consent was obtained from all included 
patients or their legal representatives.

Individual patient data will not be available to other 
researchers as no patient approval has been obtained to 
share de-identified data. The script for data processing will 
be made available by the corresponding author on reason-
able request.

Participants

We included patients undergoing EVT for occlusion of the 
intracranial ICA or first segment of the MCA (M1). The 
diagnosis was based on computed tomography (CT) imaging 

and verified intra-operatively using digital subtraction angi-
ography (DSA). EVT had to be initiated within 6 h after 
stroke onset (with the National Institutes of Health Stroke 
Scale (NIHSS) score being ⩾2),15,16 but could also be per-
formed between 6 and 24 h if specific conditions were met 
(NIHSS score ⩾10,16,17 infarct core volume <25 mL and a 
CT perfusion derived mismatch ratio >1.8). Patients were 
excluded if they had a co-morbidity that could affect the 
NIRS measurements, such as bilateral high-grade carotid 
artery stenosis (>50%).

Initially, we aimed to investigate NIRS monitoring dur-
ing EVT only with sensors placed over the temporal lobes 
(temporal cohort). However, during the first months of the 
study, we noticed that several patients had to be excluded as 
informed consent could not be obtained prior to EVT, for 
example due to patient aphasia and unavailability of a legal 
representative. In the temporal cohort, informed consent 
had to be obtained prior to EVT because the temporal sites 
had to be shaved to ensure optimal sensor adherence and 
accurate sensor readings. As of July 2019 (after approval of 
the Institutional Ethical Review Board of the UMCG), 
NIRS sensors were applied over the frontal lobes (frontal 
cohort) of eligible patients in whom informed consent 
could not be acquired before the start of the procedure. For 
frontal NIRS monitoring, it was permitted to obtain deferred 
consent as the frontal sites did not need to be shaved for 
sensor application, which allowed us to include more 
patients and increased the quality of the study because the 
results of both cohorts could be compared. For patients 
included in the frontal cohort, informed consent was 
attained at a later date, before the use of their data.

Study procedures

NIRS monitoring. An O3® Regional Oximeter (Massimo, 
Irvine, CA), a 4-wavelength continuous-wave NIRS device 
with two light detectors, was used to continuously monitor 
the rSO2 of the affected and unaffected hemispheres.18 On 
arrival of the patient in the angiography suite, NIRS sensors 
were applied to the scalp bilaterally. Before sensor applica-
tion, we extensively prepared the sites to ensure optimal 
sensor adherence and accurate sensor readings. The sites 
were first shaved, if applicable, and subsequently degreased, 
wiped clean and dried. In patients from the temporal cohort, 
adhesive NIRS sensor were applied bilaterally to the tempo-
ral scalp 2 cm above each ear, corresponding approximately 
to the T3/T4 positions on an EEG 10-20-system.19 There 
were no recommendations for temporal NIRS monitoring in 
the operator’s manual.20 The sensor location was therefore 
determined by the authors and was based on previously pub-
lished templates regarding the flow territories of the middle 
cerebral artery (the closest location to the ischaemic area of 
interest)21 and practical considerations (a clear anatomical 
landmark that allowed the sensors to be applied at the same 
site in each patient). In the frontal cohort, NIRS sensors 
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were applied bilaterally to the forehead, above the eyebrows 
as recommended by the operator’s manual.20

The intention was to start NIRS monitoring before 
induction of anaesthesia, but due to the emergency nature 
of the procedure this was not always feasible. In all cases it 
was possible to begin monitoring before the start of EVT 
(defined as groin puncture). NIRS monitoring ended after 
endotracheal extubation or shortly before departure from 
the angiography suite if extubation was not feasible or not 
performed.

After the completion of data collection, as part of a post 
hoc analysis, available CT perfusion images were re-
assessed (RB) to investigate the plausibility that the NIRS 
sensors would have been able to measure the rSO2 in the 
penumbra and ischaemic core (Supplemental Figure 1).

Anaesthetic management. Patients were monitored according 
to the guidelines of the American Society of Anesthesiolo-
gists.22 Continuous (physiological) data were automatically 
recorded by the IntelliVue MP70 Patient Monitor® (Philips 
Medical Systems, Best, NL).

Anaesthetic and haemodynamic management were per-
formed in accordance with Society for Neuroscience in 
Anesthesiology and Critical Care and American Stroke 
Association guidelines.2,3 The choice of anaesthetic tech-
nique was at the discretion of the attending anaesthesiolo-
gist, and depended on the patient’s co-morbidities, clinical 
condition and procedure-related factors. Anaesthetic drugs 
were administered by target-controlled infusion using 
Alaris® PK Infusion Pumps (CareFusion, Hampshire, UK). 
Vasopressors were administered by simple infusion using 
Alaris® GH Infusion Pumps (CareFusion, Hampshire, UK). 
To ensure that the data were recorded in real-time, all moni-
toring equipment (including the NIRS system) and all infu-
sion pumps were connected to a dedicated hospital computer 
terminal running the electronic patient record software 
(EPIC®, Epic Systems Corporation, Verona, WI, USA).

As per local protocol, the aim of haemodynamic man-
agement during EVT was to optimise the (collateral) cere-
bral perfusion. The exact blood pressure targets were again 
left to the discretion of the attending anaesthesiologist, 
however, maintenance of a systolic blood pressure between 
140 and 180 mmHg was common practice.2,3 The NIRS 
monitor screen was placed out of sight of the intervention-
ist and anaesthesiologist, and treatment decisions were 
made independently of the rSO2 values. Endotracheal 
extubation was performed as soon as possible after the 
EVT was finished.

EVT. EVT consisted of primary thrombus aspiration, use of 
a stent retriever or a combination of both techniques. In case 
of a secondary ipsilateral high-grade ICA stenosis or occlu-
sion, percutaneous transluminal angioplasty could be per-
formed with or without carotid artery stenting. The choice 
for the thrombectomy device and treatment technique was at 

the discretion of the interventionist. Successful reperfusion 
was defined as an extended Thrombolysis in Cerebral 
Infarction (eTICI) score of ⩾2B.23

The pre-procedural leptomeningeal collateral status was 
scored on admission by two neuro-interventionists (MU 
and RB) using CT angiography images. The presence of 
moderate to good collateral flow was defined as >50% fill-
ing of the territory of the occluded artery.24

Neurological outcomes were the NIHSS score within 
48 h after EVT and the modified Rankin Scale (mRS) score 
at 90 days after EVT.25,26 To compare our study population 
with other study populations and to analyse if there was a 
correlation with rSO2 values, the postprocedural NIHSS 
score was included as an outcome parameter. We chose to 
analyse the NIHSS score within 48 h because the institu-
tional guidelines required the NIHSS score to be deter-
mined within 48 h after stroke onset.

Data collection

Demographic, procedural, anaesthetic and NIRS data were 
retrieved from the hospital electronic patient record.

The initial primary outcomes were per-procedural rSO2 
values of the ischaemic and non-ischaemic hemisphere 
(before and after the induction of anaesthesia, before and 
after EVT and before and after the end of anaesthesia) and 
neurological outcomes. However, due to the emergency 
nature of EVT, it appeared logistically impracticable to col-
lect NIRS data before the induction of anaesthesia and after 
the end of anaesthesia for a sufficiently long period of time 
(at least 10 min). These data were therefore omitted from 
further analysis.

Statistical analysis

Sample size analysis. A sample size of 10 patients was 
required to detect an absolute rSO2 difference of 10%, 
assuming the standard deviation (SD) of the difference was 
10, to achieve a significance level of 5% (two-sided) and a 
power of 80%. A conservative sample size of 20 patients 
was however chosen because of uncertainty about the SD 
as result of the sparse literature on NIRS monitoring during 
EVT and conflicting outcomes,11–14 and to compensate for 
dropouts and technical failures.

Data processing. For each individual and the complete 
cohort, the unprocessed physiological patient data were dis-
played in line plots and visually inspected for data artefacts. 
As data for the complete cohort could not be summarised 
into one plot due to different durations of the EVT, data 
were centred around the moment of groin puncture and 
around the moment of recanalisation. For the rSO2, systolic 
blood pressure, diastolic blood pressure, mean arterial pres-
sure, heart rate and SpO2, data artefacts were removed 
using locally estimated scatterplot smoothing (LOESS).
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Analysis of inter-hemispheric rSO2 differences. For assessment 
of inter-hemispheric rSO2 difference at the start of the pro-
cedure, we calculated the median rSO2 value for each hemi-
sphere during the first 10 min after groin puncture. For 
assessment of inter-hemispheric rSO2 difference after 
recanalisation, we calculated the median rSO2 value for 
each hemisphere during the first 10 min after the final EVT 
attempt.

Analysis of intra-hemispheric rSO2 changes. For assessment of 
intra-hemispheric rSO2 changes associated with recanalisa-
tion, we compared the median rSO2 during the 10 min 
before the first EVT attempt with the median rSO2 during 
the 10 min after the final EVT attempt. We considered the 
10 min before the first EVT attempt to be a more informa-
tive time period than the 10 min starting from groin punc-
ture as this latter period is typically associated with more 
haemodynamic variability and higher inspired oxygenation 
concentrations.27,28

Within each cohort, the Wilcoxon signed-rank test was 
used to test for inter-hemispheric rSO2 differences after 
groin puncture and after recanalisation, and for intra-hemi-
spheric rSO2 changes before and after recanalisation. We 
further stratified data for leptomeningeal collateral status, 
general anaesthesia and reperfusion status. The direction of 
the results was compared between both cohorts.

Statistical significance was set to p < 0.05. Data were 
analysed using R 3.4.2 software (R foundation for Statistical 
Computing, Vienna, Austria) with the ‘tidyverse’ package 
(Wickham H. Advanced R. 2017) and SPSS Statistics 23.0 
software (IBM Corp, Armonk, NY).

Results

Participants

Between May 2019 and November 2020, 304 patients with 
a LVO were treated with EVT at our centre. Of the 183 
patients potentially eligible for inclusion, 8 declined par-
ticipation and 123 were not included due to organisational 
or logistical reasons (such as lack of availability of research 
personnel). During EVT, 19 patients were excluded for 
various reasons (such as thrombus migration). This left 33 
patients to be included: 20 patients were monitored with 
temporally applied NIRS sensors and 13 patients with fron-
tally applied NIRS sensors (Supplemental Figure 2).

Descriptive data

Patient demographics and co-morbidities
Temporal cohort. Ten out of 20 patients were female, 

the mean ± SD age was 71 ± 16 years, and all patients had 
an M1 occlusion. The median (interquartile range [IQR]) 
NIHSS score at baseline was 15 [7–20], and most (14/20) 
patients had a moderate to good collateral status (Supple-
mental Tables 1 and 2).

Frontal cohort. Eight out of 13 patients were female, the 
mean ± SD age was 65 ± 20 years, and all but one patient 
had an M1 occlusion. The median [IQR] NIHSS score at 
baseline was 18 [14–20], and 8/13 patients had a moderate 
to good collateral status (Supplemental Tables 1 and 2).

Physiological and procedure associated parameters
Temporal cohort. EVT was performed under local anaes-

thesia in 12/20 patients and under general anaesthesia in 
8/20 patients. In one patient, anaesthetic management was 
converted from local anaesthesia to procedural sedation 
to manage agitation. The median [IQR] time from groin 
puncture to recanalisation was 43 [29–60] min. Successful 
reperfusion was achieved in 15/20 patients (Supplemental 
Tables 3 and 4). Systemic oxygenation remained within the 
physiological range in all patients, and all patients were 
haemodynamically stable during EVT (Supplemental Fig-
ures 3 and 4). The NIRS monitoring did not impede the 
EVT or anaesthetic monitoring. However, during DSA runs 
with radiation exposure, there was a temporary loss of rSO2 
signal in all patients.

Nine patients underwent CT perfusion studies. Based on 
these images, near-infrared light from the ipsilateral, tem-
porally applied sensor would have been expected to reach 
the penumbra in 8/9 patients and the ischaemic core in 1/9 
patients. Had the sensors been placed frontally, the sensor 
would have been likely to detect signals from the penumbra 
in 4/9 patients and the ischaemic core in 1/9 patients 
(Supplemental Table 5).

Frontal cohort. EVT was performed under local anaes-
thesia in 5/13 patients and under general anaesthesia in 8/13 
patients. The initial anaesthetic management plan was not 
altered during the procedure in any of these patients. The 
median [IQR] time from groin puncture to recanalisation 
was 32 [23–71] min. Successful reperfusion was achieved 
in 12/13 patients (Supplemental Tables 3 and 4). Systemic 
oxygenation remained within the physiological range in all 
patients, and all patients were haemodynamically stable 
during EVT (Supplemental Figures 5 and 6). As in the tem-
poral cohort, a temporary loss of rSO2 signal was observed 
in all patients during DSA runs.

Nine patients underwent CT perfusion studies. Based 
on these images, near-infrared light from the ipsilateral, 
frontally applied sensor would have been expected to 
reach the penumbra in 5/9 patients and the ischaemic core 
in 1/9 patients. The number of patients with an adequate 
measurement would have been higher if the sensors had 
been applied over the temporal lobes (penumbra, n = 9/9 
patients and ischaemic core, n = 4/9 patients) (Supplemental 
Table 5).

NIRS measurements

Temporal cohort. No inter-hemispheric rSO2 differences 
after groin puncture were observed (median [IQR] rSO2 
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affected hemisphere, 70% [67–73] and unaffected hemi-
sphere, 70% [66–72]; p = 0.79). Also, there were no inter-
hemispheric rSO2 differences after recanalisation and no 
intra-hemispheric changes over time (Figure 1). Stratifica-
tion for leptomeningeal collateral status, general anaesthe-
sia and reperfusion status did not yield significant inter- and 
intra-hemispheric differences or changes (data not shown). 
In the 15 patients in whom reperfusion was successful, the 
median [IQR] rSO2 of the affected hemisphere was 71% 
[68–75] before the first EVT attempt and 71% [68–76] after 
recanalisation (p = 0.19).

Frontal cohort. No median inter- and intra-hemispheric rSO2 
differences or changes were found during EVT (Figure 2). 

Stratification for leptomeningeal collateral status, general 
anaesthesia and reperfusion status did not yield significant 
results (data not shown). In the 12 patients in whom reperfu-
sion was successful, the median [IQR] rSO2 of the affected 
hemisphere was 64% [61–70] before the first EVT attempt 
and 65% [60–71] after recanalisation (p = 0.09).

Neurological outcomes

Median [IQR] NIHSS scores within 48 h were 5 [2–14] in the 
temporal cohort and 10 [5–17] in the frontal cohort. Median 
[IQR] mRS scores at 90 days were 2 [0–4] in the temporal 
cohort and 3 [1–5] in the frontal cohort. Given that there 

Per-procedural inter- and intra-hemispheric rSO2 values in the temporal cohort. Solid and dotted lines indicate patients with 
successful and unsuccessful reperfusion, respectively.
Aff.: affected; EVT: endovascular treatment; IQR: interquartile range; rSO2: regional cerebral tissue oxygen haemoglobin saturation; unaff.: unaffected.
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were no inter- and intra-hemispheric rSO2 differences or 
changes, we did not perform secondary analyses of correla-
tions between the rSO2 values and neurological outcomes.

Discussion

In this prospective, observational study in patients with 
acute cerebral ischaemia due to a proximal LVO of the 
anterior circulation, we found no inter-hemispheric rSO2 
differences. There were also no intra-hemispheric rSO2 
changes. These results applied irrespective of sensor posi-
tioning over the temporal or frontal scalp.

Our findings could be explained by one of the two sce-
narios: either there were no actual inter- and intra-hemi-
spheric rSO2 differences and changes, or there were 
differences that the NIRS monitor was unable to detect.

Even though two-thirds of the included patients had a 
moderate to good collateral status, making the first scenario 
plausible, our results did not change when data were strati-
fied for collateral status. This implies that collateral status 
did not confound the results. Furthermore, since all study 
patients had neurological deficits, a characteristic of cere-
bral hypoxia caused by ischaemia,29,30 we consider the first 
scenario to be very improbable.

Per-procedural inter- and intra-hemispheric rSO2 values in the frontal cohort. Solid and dotted lines indicate patients with 
successful and unsuccessful reperfusion, respectively.
Aff.: affected; EVT: endovascular treatment; IQR: interquartile range; rSO2: regional cerebral tissue oxygen haemoglobin saturation; unaff.: unaffected.
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Given there was a radiologically confirmed LVO, accom-
panied by clinical signs of ischaemia and later documented 
reperfusion, implies that the second scenario is more likely. 
If one assumes, as is likely, that ischaemia of MCA flow also 
causes downstream cerebral tissue hypoxia, then this implies 
that the monitor was unable to detect inter-hemispheric rSO2 
differences consistent with cerebral ischaemia and intra-
hemispheric rSO2 changes secondary to recanalisation. 
Several factors could be responsible for this.

First, the duration of rSO2 monitoring may have been 
too short to detect rSO2 differences or changes. The dura-
tion of monitoring after recanalisation was only 10 min, 
while it may take hours to days before any neurologic 
improvement is evident.1 The period after recanalisation 
could therefore have been of insufficient duration. The 
period before recanalisation, however, should have been of 
more than adequate duration to detect cerebral ischaemia 
and hypoxia, since the LVO had usually already been pre-
sent for a few hours by the time patients arrived in the angi-
ography suite.31

Second, the sensor location for rSO2 monitoring could 
have been suboptimal for adequate rSO2 measurement. 
During re-assessment of the CT perfusion scans, we found 
that less than half of the frontally applied NIRS sensors 
were located within the ischaemic area of interest. In half of 
the patients in the temporal cohort, the sensors should have 
been close enough to the ischaemic area of interest to reli-
ably detect changes in rSO2.

32 Nevertheless, no clinically 
relevant differences were found in the temporal cohort. 
Targeted selection of the site for NIRS sensor application 
by using CT perfusion scans could improve the utility of 
rSO2 measurements during EVT. This should be investi-
gated in future studies.

Third, rSO2 measurements may have been affected by 
monitor-related factors. The O3® Regional Oximeter was 
only validated in healthy volunteers undergoing controlled 
hypoxia using frontally applied NIRS sensors.18 It is there-
fore unknown if the accuracy found also applied to our study 
in which neurologically impaired, older patients with co-
morbidities were monitored with temporally applied sensors. 
Moreover, the NIRS monitor consistently suspended signal 
processing during DSA runs due to radiation exposure. This 
was consistent with the operator’s manual that warned of 
inaccurate rSO2 measurements due to radio-interference.20

Fourth, procedure- or patient-related factors may have 
influenced the rSO2 measurements. Induction of anaesthe-
sia is associated with temporary haemodynamic fluctua-
tions and sometimes arterial hypotension.27,28 Our results 
however, did not change when data were stratified for gen-
eral anaesthesia. Furthermore, although intravascular dyes, 
skin pigmentation, haemoglobinopathies and hyperbilirubi-
naemia can cause inaccurate measurements, none of these 
conditions applied to the included patients.20

Finally, oxygenation of extracranial tissues may have 
contaminated the rSO2 signals. The subcutaneous and 

muscle tissue is thicker in temporal than frontal regions, 
and these tissues should be normally oxygenated in case of 
an ICA or M1 occlusion.33 One could therefore hypothesise 
that temporal rSO2 measurements may have been affected 
to a greater extent, which could be reflected by increased 
rSO2 values and smaller inter- and intra-hemispheric differ-
ences or changes. We found slightly higher median rSO2 
values in the temporal than in the frontal cohort, whereas 
the direction of results did not differ.

Our study has some limitations. First, selection bias may 
have occurred due to the process of allocation. In the tem-
poral cohort, some patients could provide informed consent 
themselves, whereas none of the patients in the frontal 
cohort were able to consent. Therefore, the overall stroke 
severity may have been lower in the temporal than in the 
frontal cohort. This might have underestimated the results 
of the temporal cohort and made statistical comparisons 
between both cohorts unreliable. In addition, 123 poten-
tially eligible patients could not be included due to organi-
sational or logistical reasons. This particularly involved 
patients who presented during out of office hours. Owing to 
unavailability of study personnel, the rate of wake-up 
strokes and subsequently stroke severity may have been 
higher within this group of non-included patients than 
among the included patients. Consequently, significant 
study results may have been missed. The impact on our 
conclusion is expected to be low, however, as the NIRS 
monitor could not reliably detect inter- and intra-hemi-
spheric rSO2 differences or changes in a majority of the 
patients in our study population. Second, the effect of 
patient- and procedure-related characteristics could not be 
studied in detail because the sample size did not permit this. 
Third, results of the temporal and frontal cohorts could not 
be compared statistically because the study was only pow-
ered on temporal NIRS monitoring. Finally, we were una-
ble to perform the planned analyses of inter- and 
intra-hemispheric rSO2 differences and changes before ver-
sus after induction, and before versus after the end of anaes-
thesia because it was logistically impractical to collect 
sufficient data for 10 min under stable conditions before 
induction and after the end of anaesthesia.

In conclusion, inter- and intra-hemispheric rSO2 differ-
ences or changes during EVT could not be detected by a 
four-wavelength NIRS monitor, irrespective of sensor posi-
tion over the temporal lobes or in the recommended posi-
tion over the frontal lobes. It is likely that even with 
temporal sensor application, a significant proportion of the 
received NIRS signal was influenced by oxygenation of 
surrounding tissues.

Acknowledgements

We would like to thank Douglas J. Eleveld-Ufkes (Ph.D.) for his 
support in the analysis of the data and Katalin Tamasi (Ph.D.) for 
her methodological support.



Collette et al. 391

Author note

Results were presented in part at the virtual European Stroke 
Organisation Conference, September 1–3, 2021 (Main Abstracts. 
European Stroke Journal. 2021;6(1_suppl):3-513. doi:10.1177/ 
23969873211034932).

Declaration of conflicting interests

The author(s) declared the following potential conflicts of interest 
with respect to the research, authorship, and/or publication of this 
article: TS received research grants and honoraria from Edwards 
Lifesciences (Irvine, CA, USA) and Masimo Inc. (Irvine, CA, USA) 
for consulting and lecturing (all payments made to institution).

Funding

The author(s) received no financial support for the research, 
authorship, and/or publication of this article.

Ethical approval

Ethical approval was waived by the Institutional Ethical Review 
Board of the University Medical Centre Groningen (reference 
number: METc 2018/464) because the research did not fall within 
the scope of the Dutch Medical Research Involving Human 
Subjects Act.

Informed consent

Written informed or deferred consent was obtained from all 
included patients or their legal representatives.

Guarantor

SC.

Contributorship

SC, AM, AA, JWE, MU, RB and MS designed the study. SC, 
AM, NE, AA, SV, JWE, MU, RB and MS acquired the data. SC, 
AM, NE, AA, JWE, MU, RB and MS analysed the data. All 
authors interpret the data, drafted and/or revised the manuscript 
and approved the final version.

ORCID iD

Sabine L Collette  https://orcid.org/0000-0002-1728-2812

Trial registration

The Netherlands Trial Register: NL7323.

Supplemental material

Supplemental material for this article is available online.

References

 1. Goyal M, Menon BK, van Zwam WH, et al. Endovascular 
thrombectomy after large-vessel ischaemic stroke: a meta-
analysis of individual patient data from five randomised tri-
als. Lancet 2016; 387: 1723–1731.

 2. Talke PO, Sharma D, Heyer EJ, et al. Society for 
Neuroscience in Anesthesiology and critical care expert con-

sensus statement: anesthetic management of endovascular 
treatment for acute ischemic stroke*: endorsed by the Society 
of NeuroInterventional Surgery and the Neurocritical Care 
Society. J Neurosurg Anesthesiol 2014; 26: 95–108.

 3. Powers WJ, Rabinstein AA, Ackerson T, et al. Guidelines for 
the early management of patients with acute ischemic stroke: 
2019 update to the 2018 Guidelines for the early management 
of acute ischemic stroke: A guideline for healthcare profes-
sionals from the American Heart Association/American 
Stroke Association. Stroke 2019; 50: e344–e418.

 4. Collette SL, Uyttenboogaart M, Samuels N, et al. Hypotension 
during endovascular treatment under general anesthesia for 
acute ischemic stroke. PLoS One 2021; 16: e0249093.

 5. Venema AM, Uyttenboogaart M and Absalom AR. Land of 
confusion: anaesthetic management during thrombectomy for 
acute ischaemic stroke. Br J Anaesth 2019; 122: 300–304.

 6. Jöbsis FF. Noninvasive, infrared monitoring of cerebral and 
myocardial oxygen sufficiency and circulatory parameters. 
Science 1977; 198: 1264–1267.

 7. Yang M, Yang Z, Yuan T, et al. A systemic review of func-
tional near-infrared spectroscopy for stroke: current applica-
tion and future directions. Front Neurol 2019; 10: 58.

 8. Scheeren TW, Schober P and Schwarte LA. Monitoring 
tissue oxygenation by near infrared spectroscopy (NIRS): 
background and current applications. J Clin Monit Comput 
2012; 26: 279–287.

 9. Rogers CA, Stoica S, Ellis L, et al. Randomized trial of near-
infrared spectroscopy for personalized optimization of cere-
bral tissue oxygenation during cardiac surgery. Br J Anaesth 
2017; 119: 384–393.

 10. de Keijzer IN, Poterman M, Absalom AR, et al. Comparison 
of renal region, cerebral and peripheral oxygenation for pre-
dicting postoperative renal impairment after CABG. J Clin 
Monit Comput 2021; 36: 735–743.

 11. Hiramatsu R, Furuse M, Yagi R, et al. Limit of intraoperative 
near-infrared spectroscopy monitoring during endovascular 
thrombectomy in acute ischemic stroke. Interv Neuroradiol 
2018; 24: 57–63.

 12. Ritzenthaler T, Cho TH, Luis D, et al. Usefulness of near-
infrared spectroscopy in thrombectomy monitoring. J Clin 
Monit Comput 2015; 29: 585–589.

 13. Ritzenthaler T, Cho TH, Mechtouff L, et al. Cerebral near-
infrared spectroscopy: a potential approach for thrombec-
tomy monitoring. Stroke 2017; 48: 3390–3392.

 14. Hametner C, Stanarcevic P, Stampfl S, et al. Noninvasive 
cerebral oximetry during endovascular therapy for acute 
ischemic stroke: an observational study. J Cereb Blood Flow 
Metab 2015; 35: 1722–1728.

 15. Berkhemer OA, Fransen PS, Beumer D, et al. A randomized 
trial of intraarterial treatment for acute ischemic stroke. N 
Engl J Med 2015; 372: 11–20.

 16. Nederlandse Vereniging voor Neurologie. Herseninfarct en 
hersenbloeding. Richtlijnendatabase, https://richtlijnendata-
base.nl/richtlijn/herseninfarct_en_hersenbloeding/startpagina_
herseninfarct_-bloeding.html (2019, accessed 1 April 2019).

 17. Nogueira RG, Jadhav AP, Haussen DC, et al. Thrombectomy 
6 to 24 hours after stroke with a mismatch between deficit 
and infarct. N Engl J Med 2018; 54: 583–584.

 18. Redford D, Paidy S and Kashif F. Absolute and trend accu-
racy of a new regional oximeter in healthy volunteers during 
controlled hypoxia. Anesth Analg 2014; 119: 1315–1319.

https://orcid.org/0000-0002-1728-2812
https://richtlijnendatabase.nl/richtlijn/herseninfarct_en_hersenbloeding/startpagina_herseninfarct_-bloeding.html
https://richtlijnendatabase.nl/richtlijn/herseninfarct_en_hersenbloeding/startpagina_herseninfarct_-bloeding.html
https://richtlijnendatabase.nl/richtlijn/herseninfarct_en_hersenbloeding/startpagina_herseninfarct_-bloeding.html


392 European Stroke Journal 7(4)

 19. Klem GH, Luders HO, Jasper HH, et al. The ten-twenty elec-
trode system of the International Federation. The International 
Federation of Clinical Neurophysiology. Electroencephalogr 
Clin Neurophysiol Suppl 1999; 52: 3–6.

 20. Masimo Corporation. O3™ Regional Oximeter-Operator’s 
Manual, https://techdocs.masimo.com/contentassets/772b
fb7149d941b89a48514b074463ab/lab-9358a-master.pdf 
(2016, accessed 1 April 2019).

 21. Tatu L, Moulin T, Bogousslavsky J, et al. Arterial territories 
of the human brain: cerebral hemispheres. Neurology 1998; 
50: 1699–1708.

 22. American Society of Anesthesiologists. Practice guidelines, 
https://www.asahq.org/standards-and-guidelines (accessed 1 
April 2019).

 23. Higashida RT, Furlan AJ, Roberts H, et al. Trial design and 
reporting standards for intra-arterial cerebral thrombolysis 
for acute ischemic stroke. Stroke 2003; 34: e109–e137.

 24. Tan IY, Demchuk AM, Hopyan J, et al. CT angiography 
clot burden score and collateral score: correlation with clini-
cal and radiologic outcomes in acute middle cerebral artery 
infarct. AJNR Am J Neuroradiol 2009; 30: 525–531.

 25. van Swieten JC, Koudstaal PJ, Visser MC, et al. Interobserver 
agreement for the assessment of handicap in stroke patients. 
Stroke 1988; 19: 604–607.

 26. Campbell BCV, Mitchell PJ, Kleinig TJ, et al. Endovascular 
therapy for ischemic stroke with perfusion-imaging selec-
tion. New Engl J Med 2015; 372: 1009–1018.

 27. Bijker JB, van Klei WA, Kappen TH, et al. Incidence of intra-
operative hypotension as a function of the chosen definition: 
literature definitions applied to a retrospective cohort using 
automated data collection. Anesthesiology 2007; 107: 213–
220.

 28. Mascha EJ, Yang D, Weiss S, et al. Intraoperative mean 
arterial pressure variability and 30-day mortality in 
patients having noncardiac surgery. Anesthesiology 2015; 
123: 79–91.

 29. Brugnara G, Herweh C, Neuberger U, et al. Dynamics of 
 cerebral perfusion and oxygenation parameters following end-
ovascular treatment of acute ischemic stroke. J Neurointerv 
Surg 2022; 14: 78–83.

 30. Brott T, Adams Hp Jr, Olinger CP, et al. Measurements of 
acute cerebral infarction: a clinical examination scale. Stroke 
1989; 20: 864–870.

 31. Najm M, Al-Ajlan FS, Boesen ME, et al. Defining CT per-
fusion thresholds for Infarction in the golden hour and with 
ultra-early reperfusion. J Neurol Sci 2018; 45: 339–342.

 32. Scheeren TWL and Bendjelid K. Journal of clinical moni-
toring and computing 2014 end of year summary: near infra-
red spectroscopy (NIRS). J Clin Monit Comput 2015; 29: 
217–220.

 33. De Boer HH, Van der Merwe AE and Soerdjbalie-Maikoe V. 
Human cranial vault thickness in a contemporary sample of 
1097 autopsy cases: relation to body weight, stature, age, sex 
and ancestry. Int J Legal Med 2016; 130: 1371–1377.

https://techdocs.masimo.com/contentassets/772bfb7149d941b89a48514b074463ab/lab-9358a-master.pdf
https://techdocs.masimo.com/contentassets/772bfb7149d941b89a48514b074463ab/lab-9358a-master.pdf
https://www.asahq.org/standards-and-guidelines

