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Abstract

Background: Our retrospective single-center study aimed to evaluate the safety of the carotid endarterectomy
(CEA) in comparison to patients with untreated asymptomatic carotid stenosis ≥60% before CABG.

Methods: This single-center retrospective study included 174 patients with asymptomatic unilateral carotid stenosis
treated between 2004 and 2017 with CABG. Thereof 106 patients had CEA before cardiac surgery either by a
simultaneous (n = 62) or staged (n = 44) approach. Patients with untreated carotid stenosis served as control (no-
CEA group; n = 68).

Results: The mean stenosis grade was higher in the CEA group (CEA 83% (±1), no-CEA 71% (±1) p < 0.0001). The
overall stroke rate was 5/174 (3%) and was due to a high incidence of stroke in the no-CEA group (CEA: 0/106 (0%);
No-CEA 5/68 (7%) p = 0.0083). The overall mortality was 1% and comparable between the groups (CEA: 2/106 (2%);
No-CEA 0/68 (0%) p = 0.5211). Stroke related mortality was not observed. The groups were similar regarding the
incidence of myocardial infarction (p = 1.0), atrial fibrillation (p = 0.1931), delirium (p = 0.2106) and IMC/ICU stay
(p = 0.1542). No significant difference in the subgroup analysis was found between the simultaneous and staged
approach regarding the myocardial infarction (simultaneous: 1/62 (1%); staged: 1/44 (1%); p = 1.0).

Conclusions: CEA performed as a staged procedure in local anesthesia or a simultaneous procedure in general
anesthesia, may reduce the stroke risk prior to CABG.
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Background
The occurrence of stroke during cardiac surgery is a
complication associated with a poor in-hospital and
long-term prognosis [1]. The incidence of carotid artery
stenosis concurrent with coronary artery disease varies
between 2 and 22% and it is preoperatively found in up
to 8% of patients undergoing CABG [2–5]. The treat-
ment of the asymptomatic carotid stenosis before CABG

was shown to reduce stroke [6]. However, the guidelines
recommend carotid revascularization prior to cardiac
surgery only for symptomatic and bilateral carotid sten-
osis > 70–80% [7, 8]. The cut-off stenosis grade justifying
the CEA indication for the asymptomatic, unilateral
stenosis, and the ideal timing of the carotid revasculari-
zation (staged or simultaneous with CABG) are not well
established. Our study aimed to compare the outcomes
of patients with unilateral asymptomatic carotid stenosis
≥60%, who received CEA before CABG as a
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simultaneous or a staged procedure, to those with un-
treated carotid stenosis.

Methods
Institutional protocol
All patients referred to CABG in our institution were
screened for carotid artery stenosis with duplex sonog-
raphy. Our center’s protocol included the treatment of
an asymptomatic carotid artery stenosis before CABG at
a stenosis grade ≥ 70% and depending on the assessment
of the attending surgeon. Thus, in the time period be-
tween 2004 and 2016, 15 asymptomatic patients with a
60–69% stenosis, 40 patients with a 70–79% stenosis and
13 patients with a stenosis grade ≥ 80% have not been
treated by CEA before CABG and served as a control
group in this study (no-CEA group). The cut-off stenosis
value in the control group was chosen according to the
national and international guidelines for isolated carotid
artery disease, which recommend the treatment of
asymptomatic stenosis ≥60% [9, 10].
In the past years, two different revascularization strat-

egies were pursued in the management of unilateral
asymptomatic carotid artery stenosis prior to CABG
procedures. From 2004 to 2012 simultaneous (CEA +
CABG) procedure in general anesthesia was performed,
and since 2012 staged approach in local anesthesia was
favorized. Patients with unilateral carotid stenosis ≥60%
and isolated CABG were identified throughout the study
period and mainly between 2010 and 2014 (45; 66%).

Staged procedure
During the same hospital stay CEA was performed be-
fore CABG under local anesthesia (with ultrasound-
guided combined superficial and deep cervical plexus
block) and near-infrared spectroscopy surveillance
(INVOS™, Medtronic, Minneapolis, U.S.A.). Carotid
shunting was performed only in patients with obvious
clamping ischemia (selective shunting). The carotid
reconstruction was performed either as a patch
thrombendarterectomy or eversion endarterectomy.
Postoperatively, all patients were neurologically exam-
ined by the anesthesiologists and the surgical team.
The success of the carotid revascularization was addition-
ally evaluated by duplex sonography performed by the
neurologists before discharge in the simultaneous CEA
group and before CABG in the staged CEA group. The
CABG procedure was performed after 4 days in median.

Simultaneous procedure
The CEA was performed simultaneously with cardiac
surgery under general anesthesia before the initiation of
cardiopulmonary bypass. Routine shunting was conducted
and neuro-monitoring was performed by near-infrared
spectroscopy (INVOS™, Medtronic, Minneapolis, U.S.A.)

during the entire procedure. The carotid reconstruc-
tion was performed as a patch thrombendarteriect-
omy. The patients were neurologically evaluated after
extubation by the intensive care physicians and the
surgical team.

Data acquisition
Data were acquired from the medical records: 1219 CEA
procedures were performed from 2004 to 2017 at our
center, while CEA and CABG were conducted in 206
cases during the same hospital stay.
Exclusion criteria were contralateral stenoses ≥60% or

contralateral carotid occlusion (n = 31) and symptomatic
carotid stenosis with neurological events within 6
months before the operation (n = 30). Preoperative
hemodynamic instability requiring emergency interven-
tions (IABP, ECLS) and patients with preoperatively ele-
vated cardiac enzymes led to the exclusion from the
analysis (n = 39). Ultimately, 106 patients with CEA +
CABG were included in the analysis (CEA group).

Study parameters
The demographic data and important risk factors for
perioperative morbidity and mortality were compared
between the study groups: gender, age, symptomatic ca-
rotid stenosis, ejection fraction, hypertension, renal in-
sufficiency requiring dialysis, nicotine abuse,
dyslipoproteinemia, and diabetes mellitus. Indicators of
perioperative morbidity and mortality were the follow-
ing: in-hospital mortality, in-hospital ipsilateral stroke,
in-hospital ipsilateral TIA, any ipsilateral neurological
event (stroke+TIA), carotid-related mortality, and the
length of the intensive care unit/ intermediate care
(ICU/IMC) stay.
Postoperative myocardial infarction was defined as

the increase of creatine kinase levels (> 800 U/l) with
a concurrent significant CK-MB increase and the ST-
segment elevation in the ECG [11]. The severity of
postoperative stroke was assessed with the NIHSS
score in the acute phase and the modified Rankin
scale (mRS) at discharge [11].

Statistical analysis
The SPSS 23 software package (IBM Corporation,
Somer, NY, USA) was used to perform the statistical
analysis. Normality testing was assessed with the
Kolmogorow-Smirnow test. Normal data were further
analyzed with the two-tailed t-tests and categorical vari-
ables were processed by Fisher’s exact test. Numerical
and categorical variables are presented as the mean (±
standard error) and percentages, respectively. P values <
0.05 were considered significant.
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Results
Overall 174 patients with an asymptomatic carotid artery
stenosis ≥60% were referred to CABG procedure in our
institution and included in the study. In the CEA group
(n = 106), the carotid revascularization was performed as
staged (n = 44) or synchronous (n = 62) procedure. In
the no-CEA group, 68 individuals with a stenosis grade ≥
60% were referred to CABG without carotid revasculari-
zation and served as a control group.

Demographic data
Both study groups were comparable in terms of their
demographic data and risk factors (Table 1.). Male indi-
viduals were treated more often in both study groups,
whereas the percentage of treated women was higher in
the CEA group (CEA: 34/106 (32%); No-CEA 10/68
(14%); p = 0.0121; Table 1.). Patients from the no-CEA
group had more often dyslipoproteinemia (CEA: 37/106
(35%); No-CEA 35/68 (51%); p = 0.0401; Table 1.). The
mean carotid stenosis grade was significantly higher in
the CEA group (CEA: 83% (±1); No-CEA 71% (±1) p <
0.0001; Table 1.).

Outcome
The overall stroke rate was 3%, whereby strokes were
not observed in the CEA group. The incidence of

ipsilateral stroke was 7% in the no-CEA group (CEA: 0/
106 (0%); No-CEA 5/68 (7%) p = 0.0083; Table 2.). TIA
occurred in one patient from the no-CEA group, which
resulted in a total neurological event rate of 9% in this
group (p = 0.0019). Patients with stroke had an ipsilat-
eral carotid stenosis grade between 60 and 90%: 1 pa-
tient with a 60–69% stenosis (1/15; 7%), 2 patients with
a 70–79% stenosis (2/40; 5%) and 2 patients with a sten-
osis ≥80% (2/13; 15%; p = 0.4569; Table 3.). Symptom
onset was after extubation in 3 out of 5 patients. The
initial NIHSS score range was between 5 and 20 points
(Table 3.). An initial NIHSS score > 10 was associated
with a severe neurological deficit at discharge (mRS;
Table 3.). Two patients with postoperative strokes were
treated urgently: one patient with carotid artery stenting,
the second with a CEA (Table 3.). The remaining pa-
tients were treated conservatively. Urgent cardiac oper-
ation (p = 0.7201) and the history of stroke (p = 0.7476)
were not associated with a higher stroke incidence.
Overall mortality was 1% and it was not related to ca-

rotid stenosis or CEA: one patient died from a postoper-
ative low cardiac output syndrome, the other patient
from sepsis. There was no relevant difference in terms of
mortality (CEA: 2/106 (2%); No-CEA 0/68 (0%) p =
0.5211; Table 2.) and myocardial infarction (CEA: 1/106
(1%); No-CEA 1/68 (1%) p = 1.0; Table 2.) between the
groups. Intergroup differences for the incidence of post-
operative hematoma, IMC/ICU stay, resternotomy, dys-
phagia, nerve injuries, delirium, and atrial fibrillation
were not significant.
In the subgroup analysis of patients operated with a

simultaneous or staged approach, the mortality was
comparable (simultaneous: 1/62 (1%); staged: 1/44 (1%)

Table 1 Demographic and operative parameters of the CEA
and no-CEA study groups

Characteristic CEA1 No-CEA p

Female sex 34 (32%) 10 (14%) 0.0121*

Age (years) 71 (±1) 71 (±1) 0.7101

Diabetes mellitus 46 (43%) 31 (46%) 0.8758

Dyslipoproteinemia 37 (35%) 35 (51%) 0.0401*

Arterial hypertension 15 (14%) 11 (16%) 0.8280

Nicotine abuse

Current smoker 7 (7%) 8 (12%) 0.0963

Prior smoker 23 (22%) 22 (32%)

No smoker 76 (72%) 38 (56%)

History of stroke 16 (15%) 10 (15%) 0.9441

Peripheral vascular disease 19 (18%) 17 (25%) 0.3376

Preoperative dialysis 3 (3%) 1 (1%) 1.0

Ejection fraction (%) 51 (±1) 50 (±2) 0.4129

Grade of carotid stenosis (%) 83 (±1) 71 (±1) < 0.0001*

Preoperative patient status

elective 81 (76%) 46 (68%) 0.2037

urgent 25 (24%) 22 (32%)

OPCAB 18 (17%) 15 (22%) 0.4324

Ordinal parameters are reported as percentage n (%). Continuous variables are
presented as means (±standard error)
1CEA carotid endarterectomy
*statistically significant

Table 2 Postoperative outcomes of the CEA and no-CEA study
groups

Postoperative outcome CEA1 No-CEA p

In-hospital mortality 2 (1.9%) 0 (0%) 0.5211

In-hospital stroke 0 (0%) 5 (7.4%) 0.0083*

In-hospital TIA 0 (0%) 1 (1%) 0.2105

Any neurological event 0 6 (9%) 0.0019*

Myocardial infarction 1 (1%) 1 (1%) 1.0

IMC2/ICU3 stay 7 (±1) 9 (±1) 0.1542

Resternotomy 5 (5%) 5 (7%) 0.5153

Dysphagia 5 (5%) 8 (12%) 0.1367

Nerve injuries 2 (2%) 1 (1%) 1.0

Delirium 14 (13%) 14 (21%) 0.2106

Atrial fibrillation 20 (19%) 19 (28%) 0.1931

Ordinal parameters are reported as percentage n (%). Continuous variables are
presented as means (±standard error)
1CEA carotid endarterectomy
2IMC intermediate care
3ICU intensive care unit
*statistically significant
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p = 1.0; Table 4.). The other predictors of poor postoper-
ative outcome were comparable and not statistically sig-
nificant. Particularly, the myocardial infarction was only
observed after the simultaneous approach (simultaneous:
1/62 (2%); staged: 0/44 (0%) p = 1.0; Table 4.). No pa-
tient from the staged subgroup had a myocardial infarc-
tion or required urgent cardiac surgery during the
interstage phase (time between carotid and cardiac sur-
gery). Among all patients assigned to the staged group,
carotid and cardiac surgery were accomplished during
the same hospital stay.

Discussion
The most important findings of this study can be sum-
marized as follows:

(i) The treatment of the asymptomatic carotid artery
stenosis ≥60% before CABG reduced the incidence
of postoperative stroke after CABG in a small
retrospective single-center cohort

(ii) Staged approach with CEA in local anesthesia and
selective shunting versus simultaneous approach
with CEA + CABG in general anesthesia and

routine shunting, showed comparable safety prior
to CABG.

(iii)Regarding the staged approach, the period between
CEA and CABG did not bear an increased risk of
cardiac complications, if both operations were
performed during the same hospital stay.

Study design
Previously, different cut-off stenosis grade values for the
treatment of asymptomatic carotid stenosis before
CABG were reported and different approaches regarding
the timing of the CEA prior to CABG were described [6,
7, 12].
The cut-off value (≥60%) used in our study was de-

rived from the national and international guidelines for
the treatment of isolated carotid stenosis, which refer to
ACAS and ACST-1 trials, and recommend the treatment
of an asymptomatic 60–99% stenosis [9, 10, 13, 14].
Thus, in comparison to the prospective studies evaluat-
ing the risk and benefit of CEA before CABG the cut-off
value in this study was lower (CABACS: 80%; Illuminati
et al. 70%) [6, 15].

Table 3 Overview of patients with stroke

No. Stenosis grade Atrial fibrillation Symptom onset
(days after extubation)

Initial NIHSS1

score
Therapy mRS2 score at dis-charge

1 60% No 0 5 conservative 0

2 70% No 0 20 conservative 5

3 80% No 3 7 CAS3 2

4 90% No 2 8 CEA4 0

5 70%, exulcerated plaque No 0 14 conservative 4
1NIHSS National Institute of Health Stroke Scale
2mRS modified Rankin Score
3CAS carotid artery stenting
4CEA carotid endarterectomy

Table 4 Postoperative outcomes within the staged CEA and simultaneous CEA subgroups

Postoperative outcome Staged CEA1 Simultaneous CEA p

In-hospital mortality 1 (2%) 1 (2%) 1.0

In-hospital stroke 0 (0%) 0 (0%) –

Perioperative myocardial infarction 0 (0%) 1 (2%) 1.0

Revision/neck haematoma 0 (0%) 1 (2%) 1.0

IMC2/ICU3 stay 9 (±2) 5 (±1) 0.4233

Resternotomy 3 (7%) 2 (3%) 0.6470

Dysphagia 2 (5%) 3 (5%) 1.0

Nerve injuries 0 (0%) 2 (3%) 0.5098

Delirium 5 (11%) 9 (15%) 0.7742

Atrial fibrillation 7 (16%) 13 (21%) 0.6179

Ordinal parameters are reported as percentage n (%). Continuous variables are presented as means (±standard error)
1CEA carotid endarterectomy
2IMC intermediate care
3ICU intensive care unit
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Our retrospective single-center study aimed to report
the in-hospital outcomes of patients with unilateral
asymptomatic carotid stenosis who were treated either
with CEA + CABG or isolated CABG. The use of syn-
chronous and staged CEA approach in our center in the
past and the treatment of a considerable number of pa-
tients with isolated CABG in the presence of an un-
treated unilateral carotid stenosis, who served as a
control group (no-CEA), enabled the performance of
our study. Thus, the comparison of CEA and no-CEA
patients was performed and a subgroup analysis of pa-
tients with two different carotid revascularization strat-
egies was feasible. Currently, the evidence for the
treatment of asymptomatic carotid stenosis prior to
CABG is still limited. The AHA guidelines promote
CEA before cardiac surgery in unilateral symptomatic
stenosis only in symptomatic patients [7]. In contrast, Il-
luminati et al. showed the superiority of the CEA over
conservative asymptomatic carotid stenosis (≥70%) treat-
ment before cardiac surgery regarding stroke prevention
[6]. However, the recent ESC/EACTS guidelines do not
recommend the “routine prophylactic carotid revascular-
ization” before CABG (Level of Evidence III, C) although
CEA is recommended in case of “one or more character-
istics, that may be associated with an increased risk of
stroke” (Level of Evidence IIb, C) [16]. The recent multi-
center CABACS trial recruited 129 asymptomatic pa-
tients with a stenosis grade ≥ 80% and found no benefit
of simultaneous CEA [15]. However, the study did not
reach the prespecified sample size and was stopped due
to insufficient recruitment.

Stroke
The occurrence of stroke after CABG is multifactorial.
Embolic complications including air embolism,
thromboembolism, and atheroembolism from the aorta
are regarded as the predominant etiological factors for
stroke during open heart surgery [17]. Furthermore, the
postoperative atrial fibrillation is related to stroke in 5 to
37% of stroke cases after CABG [18, 19].
In the presence of a carotid artery stenosis,

hemodynamic instability may lead to a carotid-
associated hemodynamic stroke during CABG. Illuminati
et al. showed the benefit of CEA prior to CABG in their
randomized prospective study [6]. The stroke rate in the
CEA group was 1.0%, compared to 8.8% in the group
without carotid revascularization. The majority (84%) of
their CEA group underwent simultaneous CEA + CABG.
Therefore, the difference between the simultaneous and
staged procedures could not be well assessed due to the
small number of patients treated with the staged ap-
proach. Gopaldas et al. showed in a meta-analysis a
comparable rate of postoperative stroke in the staged
and synchronous CEA groups [12].

In our study, strokes occurred only in the no-CEA
group with a stroke rate of 7.4% which is comparable to
the findings by Illuminati et al. This supports the idea of
stroke risk reduction in patients with asymptomatic ca-
rotid stenosis prior to CABG. The percentage of staged
CEA in our analysis amounted to 42% and both CEA
subgroups (synchronous and staged) showed equivalent
capacity to reduce stroke risk before CABG.

Myocardial infarction
When compared to the studies including patients who
underwent CEA and cardiac surgery, the overall rate of
myocardial infarction in our study was lower (1.9%),
which may be explained by the exclusion of critically ill
patients with elevated cardiac enzymes before admission
to our center. The interstage phase between the CEA
and CABG surgery was previously reported as a vulner-
able period for myocardial infarction. Thus, a meta-
analysis by Naylor et al. reported the incidence of myo-
cardial infarction of 3.6% for the simultaneously oper-
ated group and 6.5% for the staged group [20]. The
higher risk of cardiac complications in the staged group
was also reported by Gopaldas et al. and other authors
[12, 21–24]. Shishebor et al. reported that cardiac events
in the interstage phase promote mortality after cardiac
surgery [21]. Myocardial infarction in the interstage
phase was not observed in our study population. This
may be related to our staged strategy, in which the com-
pletion of both surgical procedures during one hospital
stay was aimed. The interstage phase was kept short
(median: 4 days) to prevent the occurrence of cardiac
complications in an out-of-hospital setting. Many previ-
ously published reports do not specify their interstage
time interval. Reported intervals vary from 1.8 to 52 days
[25, 26]. Nabagiez et al. promoted earlier cardiac surgery
(within 1.8 days) and showed a low cardiac complication
rate comparable to our results.

Limitations
The present study is based on retrospective data and
represents a single-center experience with low power: all
information was assessed from the data available in the
medical records. The main limitation of any study
reporting the neurological outcome after CABG is the
multifactorial nature of stroke after CABG: embolic
strokes are more frequent than carotid-associated
strokes, which may bias the results of the study. Further-
more, the significantly lower stenosis grade in the con-
trol group may underestimate the stroke risk in
comparison to the CEA group.

Conclusions
CEA may have the potential to reduce the occurrence of
perioperative strokes in patients with unilateral
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asymptomatic carotid stenosis undergoing CABG. The
neurological outcomes of patients with a staged or syn-
chronous approach were comparable. The staged pro-
cedure allows for optimal neurological monitoring
during the CEA in local anesthesia, without increasing
the risk of cardiac complications in the interstage phase.
However, a prospective three-armed trial is necessary to
compare the outcome of CABG patients with asymp-
tomatic stenosis without CEA, staged, or simultaneous
CEA approach.

Abbreviations
ACAS: Asymptomatic carotid atherosclerosis study; ACST-1: Asymptomatic
carotid surgery trial; AHA: American Heart Association; CABG: Coronary artery
bypass graft; CABACS: CABG surgery in patients with asymptomatic carotid
stenosis; CAS: Carotid artery stenting; CEA: Carotid endarterectomy;
CK: Creatine kinase; EACTS: European association for cardio-thoracic surgery;
ECG: Electrocardiography; ECLS: Extracorporeal life support; ESC: European
society of cardiology; IABP: Intra-aortic balloon pump counterpulsation;
ICU: Intensive care unit; IMC: Intermediate care unit; mRS: Modified Rankin
scale; NASCET: The north American symptomatic carotid Endarterectomy
trial; NIHSS: National Institute of health stroke scale

Acknowledgments
Not applicable.

Authors’ contributions
ML analyzed and interpreted the patient data regarding the CEA outcome
and was a major contributor in writing the manuscript. MA collected the
data and performed the statistical analysis. OB prepared the tables and
contributed to the interpretation of data. CS interpreted the results and
substantively revised the work. MM made substantial contributions to the
conception and design of the work and drafted the manuscript. All authors
read and approved the final manuscript.

Funding
We acknowledge support by the Open Access Publishing Fund of University
of Tübingen. Financial support from this fund was obtained to cover article-
processing charge for this article. The funding bodies had no influence on
the study design, data analysis, data interpretation or on writing the
manuscript.

Availability of data and materials
The datasets used and/or analyzed during the current study are available
from the corresponding author on reasonable request.

Ethics approval and consent to participate
This study was approved by the ethics committee of the University of
Tübingen (No. 126/2017BO2). Patient informed consent was not required
because of the retrospective observational character of the study. All patient
data protection rules have been respected and the data were processed
anonymously. All data generated or analyzed during this study are included
in this published article.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Received: 22 January 2020 Accepted: 15 June 2020

References
1. Anyanwu AC, Filsoufi F, Salzberg SP, Bronster DJ, Adams DH. Epidemiology

of stroke after cardiac surgery in the current era. J Thorac Cardiovasc Surg.
2007;134:1121–U4.

2. Schwartz LB, Bridgman AH, Kieffer RW, Wilcox RA, McCann RL, Tawil MP,
et al. Asymptomatic carotid artery stenosis and stroke in patients
undergoing cardiopulmonary bypass. J Vasc Surg. 1995;21:146–53.

3. Hertzer NR, Young JR, Beven EG, Graor RA, O'Hara PJ, Ruschhaupt WF 3rd,
et al. Coronary angiography in 506 patients with extracranial
cerebrovascular disease. Arch Intern Med. 1985;145:849–52.

4. Mao Z, Zhong X, Yin J, Zhao Z, Hu X, Hackett ML. Predictors associated with
stroke after coronary artery bypass grafting: a systematic review. J Neurol
Sci. 2015;357:1–7.

5. Naylor AR, Mehta Z, Rothwell PM, Bell PR. Carotid artery disease and stroke
during coronary artery bypass: a critical review of the literature. Eur J Vasc
Endovasc Surg. 2002;23:283–94.

6. Illuminati G, Ricco JB, Calio F, Pacile MA, Miraldi F, Frati G, et al. Short-term
results of a randomized trial examining timing of carotid endarterectomy in
patients with severe asymptomatic unilateral carotid stenosis undergoing
coronary artery bypass grafting. J Vasc Surg. 2011;54:993–9 discussion 98-9.

7. Brott TG, Halperin JL, Abbara S, Bacharach JM, Barr JD, Bush RL, et al. 2011
asa/accf/aha/aann/aans/acr/asnr/cns/saip/scai/sir/snis/svm/svs guideline on
the management of patients with extracranial carotid and vertebral artery
disease. A report of the american college of cardiology foundation/
american heart association task force on practice guidelines, and the
american stroke association, american association of neuroscience nurses,
american association of neurological surgeons, american college of
radiology, american society of neuroradiology, congress of neurological
surgeons, society of atherosclerosis imaging and prevention, society for
cardiovascular angiography and interventions, society of interventional
radiology, society of neurointerventional surgery, society for vascular
medicine, and society for vascular surgery. Circulation. 2011;124:e54–130.

8. Neumann FJ, Sousa-Uva M, Ahlsson A, Alfonso F, Banning AP, Benedetto U,
et al. 2018 esc/eacts guidelines on myocardial revascularization. Eur Heart J.
2019;40:87–165.

9. Aboyans V, Ricco JB, Bartelink MEL, Bjorck M, Brodmann M, Cohnert T, et al.
Editor's choice - 2017 esc guidelines on the diagnosis and treatment of
peripheral arterial diseases, in collaboration with the european society for
vascular surgery (esvs). Eur J Vasc Endovasc Surg. 2018;55:305–68.

10. Eckstein HH, Kuhnl A, Dorfler A, Kopp IB, Lawall H, Ringleb PA, et al. The
diagnosis, treatment and follow-up of extracranial carotid stenosis. Dtsch
Arztebl Int. 2013;110:468–76.

11. Lescan M, Steger V, Andic M, Veseli K, Haeberle H, Kruger T, et al. Cardiac
surgery in the presence of chronic internal carotid artery occlusion. Heart
Vessel. 2019;34:1471–8.

12. Gopaldas RR, Chu D, Dao TK, Huh J, LeMaire SA, Lin P, et al. Staged versus
synchronous carotid endarterectomy and coronary artery bypass grafting:
analysis of 10-year nationwide outcomes. Ann Thorac Surg. 2011;91:1323–9
discussion 29.

13. Halliday A, Harrison M, Hayter E, Kong X, Mansfield A, Marro J, et al. 10-year
stroke prevention after successful carotid endarterectomy for asymptomatic
stenosis (acst-1): a multicentre randomised trial. Lancet. 2010;376:1074–84.

14. Young B, Moore WS, Robertson JT, Toole JF, Ernst CB, Cohen SN, et al. An
analysis of perioperative surgical mortality and morbidity in the
asymptomatic carotid atherosclerosis study. Acas investigators.
Asymptomatic carotid atherosclerosis study. Stroke. 1996;27:2216–24.

15. Weimar C, Bilbilis K, Rekowski J, Holst T, Beyersdorf F, Breuer M, et al. Safety
of simultaneous coronary artery bypass grafting and carotid endarterectomy
versus isolated coronary artery bypass grafting: a randomized clinical trial.
Stroke. 2017;48:2769–75.

16. Neumann FJ, Sousa-Uva M, Ahlsson A, Alfonso F, Banning AP, Benedetto U,
et al. 2018 esc/eacts guidelines on myocardial revascularization.
EuroIntervention. 2019;14:1435–534.

17. Blauth CI. Macroemboli and microemboli during cardiopulmonary bypass.
Ann Thorac Surg. 1995;59:1300–3.

18. Lahtinen J, Biancari F, Salmela E, Mosorin M, Satta J, Rainio P, et al.
Postoperative atrial fibrillation is a major cause of stroke after on-pump
coronary artery bypass surgery. Ann Thorac Surg. 2004;77:1241–4.

19. McKhann GM, Grega MA, Borowicz LM Jr, Baumgartner WA, Selnes OA. Stroke
and encephalopathy after cardiac surgery: an update. Stroke. 2006;37:562–71.

20. Naylor AR, Cuffe RL, Rothwell PM, PRF B. A systematic review of outcomes
following staged and synchronous carotid endarterectomy and coronary
artery bypass. Eur J Vasc Endovasc Surg. 2003;25:380–9.

21. Shishehbor MH, Venkatachalam S, Sun ZY, Rajeswaran J, Kapadia SR, Bajzer
C, et al. A direct comparison of early and late outcomes with three

Lescan et al. BMC Cardiovascular Disorders          (2020) 20:303 Page 6 of 7



approaches to carotid revascularization and open heart surgery. J Am Coll
Cardiol. 2013;62:1948–56.

22. Giangola G, Migaly J, Riles TS, Lamparello PJ, Adelman MA, Grossi E, et al.
Perioperative morbidity and mortality in combined vs. staged approaches
to carotid and coronary revascularization. Ann Vasc Surg. 1996;10:138–42.

23. Peric M, Huskic R, Nezic D, Gradinac S, Popovic Z, Popovic AD, et al.
Combined carotid and coronary artery surgery: what have we learned after
15 years? Cardiovasc Surg. 1998;6:156–65.

24. Carrel T, Stillhard G, Turina M. Combined carotid and coronary-artery
surgery - early and late results. Cardiology. 1992;80:118–25.

25. Birchley D, Villaquiran J, Akowuah E, Lewis T, Ashley S. Staged carotid
endarterectomy under local anaesthetic in patients requiring cardiac
surgery. Ann R Coll Surg Engl. 2010;92:373–8.

26. Nabagiez JP, Bowman KC, Shariff MA, Abreu JA, Singh A, von Waagner W,
et al. Twenty-four hour staged carotid endarterectomy followed by off-
pump coronary bypass grafting for patients with concomitant carotid and
coronary disease. Ann Thorac Surg. 2014;98:1613–8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Lescan et al. BMC Cardiovascular Disorders          (2020) 20:303 Page 7 of 7


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Institutional protocol
	Staged procedure
	Simultaneous procedure
	Data acquisition
	Study parameters
	Statistical analysis

	Results
	Demographic data
	Outcome

	Discussion
	Study design
	Stroke
	Myocardial infarction
	Limitations

	Conclusions
	Abbreviations
	Acknowledgments
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	References
	Publisher’s Note

