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No definite difference in outcomes between GA and LA

..but during GA cerebral monitoring is mandatory

GALA Trial Collaborative Group. Lancet. 2008



German Carotid Registry 2009-2014

142074 Patients

Knappich C. et al. Stroke. 2017



Antiplatelet medication
Antiplatelet therapy

Loco-regional anesthesia with Awake testing

Probably Eversion-CEA is better

Knappich C. et al. Stroke. 2017



So V.C. and Poon C.C. et al. British J Anaesth. 2016

Sensitivity 70-85%

Specificity 78-96%



Comparison of the INVOS-4100 cerebral oximeter and the neurologic functions,

by means of detecting cerebral ischemia induced by carotid cross-clamping,

in patients undergoing CEA under LA.

Methods:

- 100 consecutive patients scheduled for CEA under LA from January 2009 to December

2010.

- A drop greater than 20% was considered as an indicator of cerebral ischemia that might

predict the need for carotid shunting.

- Patients were only shunted based on the awake testing.

Stilo F. et al. Minerv Anestesiol. 2012



Over shunting Potential Stroke??

The usefulness of CO in predicting cerebral ischemia is modest.

Cerebral monitoring with INVOS-4100 has a high negative predictive value

but the positive predictive value is low.

Stilo F. et al. Minerv Anestesiol. 2012



Harky A. et al. J Cardiothorac Vasc Anesth. 2019

LA was associated with shorter operative time

(weighted mean difference -9.15 minutes [-15.55, -2.75], p=0.005), 

and less stroke (odds ratio (OR) 0.76 [0.62, 0.92], p=0.006),

cardiac complications (OR 0.59 [0.47, 0.73], p<0.00001),

and in-hospital mortality (OR 0.72, [0.59, 0.90], p=0.003))



Our current technique for LA during CEA:

Ultrasound-guided

superficial and intermediate cervical plexus block 

To reduce block-related side effects:

• Hoarseness
• Cough
• Dysphagia
• Horner’s syndrome
• Hypoglossal paralysis

Neither pericarotid infiltration nor skin infiltration 



Our current technique for LA during CEA:

The patient is placed in the 

supine position with the head 

rotated contralaterally by 30 °

The 22G 50 mm needle,

with a posterior approach,

is inserted between the 

posterior edge of the 

sternocleidomastoid muscle

and the levator scapula

muscle



Our current technique for LA during CEA:

Ultrasound-guided

superficial and intermediate cervical plexus block 

Pushing the needle until the posterior border of the SCM
a Superficial cervical block by injecting 

9-12 ml of Ropivacaine 5mg/ml 
into the middle cervical fascia is done

Retracting the needle until the subcutaneous tissue

3 ml of Ropivacaine 5mg/ml is done



- Loco-regional anesthesia 

with Awake testing and Selective Shunting 

Personal experience – Golden Rules:

- Eversion CEA avoiding patch plasty

Gentle vessels dissection (in some cases bulb and 

internal dissection after common carotid clamping)

Sequential cross-clamping and meticulous declamping

avoiding debrides migration   

- Antiplatelet medication

Early systemic heparinizzation



481 Pts From May 2014 to April 2019

301 (62.5%) SYMPTOMATIC  

181 (37.5%) ASYMPTOMATIC

n (%)

Stroke 2 0.4

Cardiac Events 2 0.4

Death 1 0.2

UCBM Experience

Stroke-death rate  0.4 %

30-days results

Shunt rate 3%



LA makes CEA compelling for patients and doctors

Conclusions

Reduces local anesthetic drugs

No need for additional administration of opioids/sedatives  

No need for additional anesthetic infiltration by the surgeon

Avoids accidental vascular punctures and nerve dysfunction 

High patient comfort

Ultrasound-guided superficial and intermediate cervical plexus block: 


