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Editorial 

Stress-testing interventional cardiology organization to streamline procedures during COVID-19 
pandemic, and beyond 

COVID-19 pandemic is having a tremendous health impact, world
wide. However, while its effects on morbidity and mortality directly 
linked to pulmonary infection have been promptly recognized [1], only 
recently the notion is picking up that the effects of COVID-19 pandemic 
may also extend to negatively impact morbidity and mortality of pa
tients with other diseases, who are not infected by SARS-Cov-2 virus but 
nonetheless may experience lack of proper care just because much re
sources are diverted to manage COVID patients, and because overall 
health organization may have been subverted to cope with the unique 
demands created by this virus infection. In many places access to 
outpatient clinics has drastically decreased, or outright abolished, for 
fear of getting infected and/or because physicians have been called to 
help in COVID wards. This has left many patients in need of proper 
diagnosis and therapy for chronic cardiac disease (e. g., atrial fibrillation 
[2]) without proper management. Similarly, hospitalizations for acute 
myocardial infarction have substantially declined worldwide, mostly as 
an effect of paucity of available hospital beds [3], and/or because 
intensive care units (ICU) at times have been converted into COVID ICUs 
[4,5]. Overall, these observations have put under focus the issue that 
proper dealing with the consequences of a pandemic also requires to pay 
attention to the (even greater) number of patients with other, potentially 
severe diseases. 

Among these, severe aortic stenosis is one of the worst cardiovascular 
conditions, with a poor mid-term prognosis and an estimated one-year 
mortality of up to 40% [6]. Recent reports indicate a substantial 
decrease in the number of patients who were granted treatment of severe 
aortic stenosis (either by trans-aortic valve implant, TAVI, or by surgical 
replacement), ranging from 25% to 30% during the pandemic period in 
comparison to 2019 [7]. 

The manuscript by Reddavid et al. in this Journal [8], together with 
other reports from different countries [7,9,10], clearly illustrates how 
the healthcare system may be readjusted to react to the pandemic ad
versities. In all cases, efforts were addressed to the following goals: 1) 
keeping an acceptable waiting period for symptomatic subjects; 2) 
reducing total hospitalization length; 3) minimizing or even eliminating 
the need for post-intervention transfer to intensive care unit (ICU), 
which at times had also been converted into COVID ICUs. 

The term resilience has been used up to the excess to describe the 
ability to face and react to the adversities created by COVID-19, however 
in this field it is quite clear that the need to optimize the scarce human 
and logistic resources has provided a great impulse in simplifying and 
easing TAVI procedures. Procedural flows, teamwork and clear 

guidelines play a pivotal role. As already proposed in the FAST TAVI 
study and in single high volume centre guidelines [11,12], pre-specified 
algorithm should be used to stratify patients for operative risk and 
complexity of post-operative course. 

Femoral approach with percutaneous sheath insertion under local 
anaesthesia with minimal sedation is the preferable strategy. Moreover, 
avoidance of invasive perfusion lines, except one peripheral venous line, 
adds to the simplification of TAVI. Avoidance of bladder catheterization, 
central venous line, and radial invasive monitoring minimizes in- 
hospital complications. Following the procedure, early recovery proto
col with quicker mobilization, and reconditioning and discharge within 
24 to 48 h should be aimed at, to reduce the risk of post-operative 
delirium and result in a faster improvement of the patient's quality of 
life. The operative changes adopted in the COVID-19 period involved the 
entire process of aortic stenosis treatment, from pre-procedural imaging 
acquisition, work-out planning, multidisciplinary evaluation, intra- 
procedural technical details and post procedural management. 

In this context, the most interesting finding of the work of Reddavid 
et al. [7] is that the clinical end-points of what they termed ‘simplified 
TAVI’ strategy are comparable to those achieved in the pre-COVID 
period. This finding stresses the value of experience, organization and 
team-work collaboration to reduce the burden on hospital resources and 
increase cost-effectiveness when confronted with the growing popula
tion of patients with severe aortic stenosis. In this respect, there is a 
lesson here, which could extend past and beyond the end of this 
pandemic, to become a positive legacy. Indeed, more invasive and old 
fashioned procedures, performed with routine surgical isolation of the 
femoral artery and with routine permanence in intensive care unit could 
be progressively phased out. At the same time, though, an accurate 
multidisciplinary patient evaluation is a mandatory factor to identify 
those patients with severe aortic stenosis who might require more 
complex approach and hospital course. 

Thus, new standards for ‘simplified TAVI’ should be adopted also in 
the future, and dedicated guidelines should be developed to help phy
sicians in patient selection, stratification and in-hospital management. 
This type of guidelines, developed with the endorsement of scientific 
societies, would have a huge impact in saving precious resources that 
instead are too often wasted on “defensive medicine” attitude. At the 
same time, this should remind us that an orchestrated effort should be 
put into action to ensure proper organization of health systems to cope 
with future pandemics [13]. 
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