
 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



Correspondence
Endovascular-First Approach for

Symptomatic Carotid Artery Stenosis

in a COVID-19 Positive Patient:

Expected and Unexpected

Advantages
Although carotid endarterectomy (CEA) remains the

mainstay of treatment of symptomatic carotid artery ste-

nosis, some authors have proposed to shift to a Carotid Ar-

tery Stent (CAS)-first approach during the most acute

phases of the Coronavirus Disease 2019 (COVID-19)

pandemic, in order to spare anesthesiology staff and facil-

ities employment, and preserve Intensive Care Unit capac-

ity.1 In 2020, as the first COVID-19 outbreak

overwhelmed the Hospitals in Europe and the United

States, Hellegering et al. advocated CAS-first to be safe

and effective in symptomatic patients, based on their pre-

vious experience of a tertiary referral center, but they

have not reported the outcomes of their new approach

yet.1Moreover, theymade nomention of the expected re-

sults of CAS in symptomatic patients affected by concom-

itant COVID-19, an aspect worthy of attention not only

due to the high prevalence of asymptomatic or undetected

COVID-19 among the general population as the Omicron

variant is increasingly spreading, but also because of the

widely reported higher risk of ischemic stroke and Tran-

sient Ischemic Attack (TIA) in those patients.2 We seek

to contribute to the current knowledge on these matters

by reporting on a case of a symptomatic patient with

recurrent TIAs and concomitant paucisymptomatic

COVID-19 successfully treated with CAS.

An 81-year-old male affected by hypertension, chronic

ischemic heart disease, atrial fibrillation under novel anti-

coagulant therapy (Edoxaban 30 mg/day), and previous

prostate cancer treated with radiotherapy presented in

the Emergency Room of our Center with numbness,

paresthesia, and transient motor impairment of the left

arm, subsiding within 30 minutes. He underwent neuro-

logical evaluation, brain CT scan, Computed Tomography

Angiography (CTA) of the supra-aortic vessels, and ca-

rotid artery Duplex scan, which revealed a severe stenosis

of the right internal carotid artery (>90%) due to a soft

plaque located at its origin.

At first, we interrupted the anticoagulant therapy and

scheduled urgent carotid endarterectomy (CEA) after at

least 48 hours, but routine preadmission pharyngeal

swab resulted positive for SARS-CoV2, although the pa-

tient had no fever, cough, dyspnea, or fatigue, and oxygen

saturation of hemoglobinwas steadily above 95%. The pa-

tient was therefore admitted in the COVID-19-dedicated
ward under close observation, and considering the high

thrombotic risk that comes with the infection, the antico-

agulant treatment was immediately resumed.We thought

of delaying CEA waiting for the COVID-19 test to turn

negative, albeit not beyond the recommended period of

14 days, but four days after admission, the patient had a

relapse of paresthesia to the left arm. Magnetic resonance

was negative for acute ischemic foci or cerebral hemor-

rhage, but the recurrence of the neurologic symptoms

clearly indicated that treatment could not be further

delayed.

With the anticoagulant treatment still ongoing, we

switched our operative strategy to urgent CAS, for which

we obtained fully informed consent from the patient and

his family. The procedure was performed under local

anesthesia, with right transfemoral percutaneous access.

A Carotid Wallstent� (Boston Scientific, Santa Clara,

CA) 9 � 40 mm was deployed at the origin of the internal

right carotid artery and postdilated with a balloon Ultra-

soft SV� (Boston Scientific, Santa Clara, CA)

4.5 � 20 mm. Completion angiogram showed optimal

patency of the right carotid axis in the absence of residual

stenosis. No neurological deficits occurred during the pro-

cedure. The postoperative coursewas uneventful, without

any relapse of sensory-motor impairment of the left arm,

and 75 mg of clopidogrel was added to the chronic daily

therapy for 30 days. The patient was discharged on post-

operative day II, observing home quarantine until his

follow-up swab turned negative.

As a renewed interest toward extending CAS to symp-

tomatic carotid artery stenosis is arising in the setting of

the last pandemic wave caused by the Omicron variant,

this experience completes the one reported by Hellegering

et al., showing that a CAS-first approach in symptomatic

carotid artery stenosis is useful not only to avoid intensive

care facility and staff overload, but also tomanage COVID-

19 patients requiring urgent interventions.1 In fact,

although no specific literature exists regarding the periop-

erative risk related to CEA for these patients, current anes-

thesiology guidelines and consensus documents

acknowledge that active COVID-19 increases surgical risk

and advise, when feasible that any surgery should be

delayed >6 weeks after infection resolution.3 Moreover,

the well-known COVID-19-related hypercoagulability

dictates a suitable antithrombotic prophylaxis or even, ac-

cording to some authors, systemic anticoagulation, which

makes the management of chronic anticoagulant and an-

tiplatelet therapy extremely complex and a reason for con-

cern.4e7On the one hand, in fact, anticoagulant therapy, if

continued in the perioperative period, increases the risk of
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bleeding complications and neck hematoma, compro-

mising the success of CEA (but not CAS).8 On the other

hand, its discontinuation exposes patients with active

SARS-CoV2 infections to both arterial and venous throm-

botic events, with catastrophic consequences in the setting

of carotid surgery for cerebral ischemia.9

For these reasons, in patients taking chronic anticoag-

ulant therapy, we found that endovascular treatment of-

fers the ideal solution to this problem, allowing its

maintenance throughout the perioperative and postoper-

ative course. Other advantages of an endovascular

approach in COVID-19 patients include local anesthesia

and shorter in-hospital stay, as already highlighted for

aortic surgery in previous publications.10

In conclusion, we support the view that a CAS-first

approach in symptomatic carotid artery stenosis is safe

and effective in the pandemic setting, particularly for pa-

tients affected by concomitant COVID-19.
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Re: ‘‘The Impact of Degenerative

Connective Tissue Disorders on

Outcomes Following Endovascular

Aortic Intervention in the Global

Registry for Endovascular Aortic

Treatment’’
To the Editor:
In a recent retrospective original article, Delaney et al.1

reported their analysis on medium term outcomes of pa-

tientswith diagnosed connective disorders (CDs) compared

to those without CD who were included in Global Registry

for Endovascular Aortic Treatment (GREAT) following

endovascular treatment of aortic pathology and concluded

that the current guidelines,2 suggesting that the use of

endovascular technology in patients with diagnosed con-

nective tissue disorder and aortic pathology should be

reserved for use only in an emergency situation or in the

event that complex redo surgery is required, could be

modified on the basis of GREAT data.

Indeed, they report that the presence of CD is not an in-

dependent predictor of a higher reintervention rate in the

medium term, the majority of reinterventions required

within 2 years of the index procedure was the same for

both CD and non-CD patients, and the endoleaks

requiring reintervention tend to occur early and resolve

following appropriate further treatment; the perioperative

mortality rate when compared to open surgery is compa-

rable with endovascular intervention.

In our experience, we agree with these observations

and also with that a significantly higher number of branch

vessel procedures are needed in patients with CD.3e6
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