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Rate of Deaths Due to 
Atherosclerosis is Increasing in U.S.

JAMA 2005;294:1255.

Why????



The Evolution of America



The Health of America



Persons Diagnosed with DM in US

N Engl J Med 2006;354:545.



So, There’s Plenty of Work for All…

Let each man pass his days in that 
wherein his skill is greatest…

Sextus Propertius (50-16 BCE), Elegies



But Here is the Reality!



Is There Differential Specialty 
Procedural Growth?



The Specialties Involved…

Vascular Surgery
Knowledge
Surgical Skills
No endo skills
Low interest in med Rx

Interventional
Radiology

Knowledge
Endo Skills
No surg skills
Low interest in med Rx

Cardiology/
Vascular Medicine

No Knowledge
Endo Skills
No surgical skills
Some interest in med Rx



The Public Perception of Physicians

Arch Intern Med 2006;166:623-628



Maybe We Should Have a Randomized Trial 
of Skills/Management by Each Specialty?

Do You Need a Randomized Trial to Determine 
What This Person Should do RIGHT NOW???



So, What Should Be Done About All 
of These Turf Battles?

We KNOW That a Parachute is the Only Reasonable Option…



BMJ 2003;327:1459



We Need Data!



Data on Renal Artery Stenting

Am H Journal 2006;152:59-66



CORAL Trial Design



Public Policy is in Jeopardy



Conclusions



We’ve Got Plenty of Data on 
Carotid Stenting….Don’t We?



RCT 
334 Randomized  (310 Treated)

Stent
Treatment

n=167

CEA
Treatment

n=167

Surgeon & 
Interventionalist 
will treat patient

Evaluated by panel of physicians
(interventionalist, surgeon, neurologist) 
who concur on qualification of patient

n = 747

SAPPHIRE: Study DesignSAPPHIRE: Study Design

Non-Randomized 
Stent Arm  

n=406

Surgeon:
unacceptable 
risk for CEA

Non-Randomized 
CEA Arm 

n=7

Interventionalist:
unacceptable risk 

for stenting

SAPPHIRE
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Primary Endpoint: 360Primary Endpoint: 360--day MAEday MAE
SAPPHIRE
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% Difference (Stent – CEA)

p=0.0035p=0.0035
Theta = 0.50764 [Theta = 0.50764 [--0.03620, 1.05149]0.03620, 1.05149]

Non-Inferiority Statistics
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Cumulative Percentage of Death at 1080 daysCumulative Percentage of Death at 1080 days

Stent 20.0%

CEA 24.2%
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Stent 8.0%
CEA 6.7%

104
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Cumulative Percentage of Stroke to 30 Days Cumulative Percentage of Stroke to 30 Days 
& & IpsilateralIpsilateral Stroke from 31Stroke from 31--1080 Days 1080 Days 

Stent 3.6%
CEA 3.1%

30

Stent 4.9%
CEA 5.8%
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3-year results based on Kaplan-Meier analysis

All Randomized Patients 
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CAPTURE 3500: CAPTURE 3500: 
30 Day Outcomes by Symptomatic Status30 Day Outcomes by Symptomatic Status

§§ Denotes statistically significant difference at the 0.05 level Denotes statistically significant difference at the 0.05 level 
** Hierarchical Events Hierarchical Events –– Includes only the most serious event for each patient and incluIncludes only the most serious event for each patient and includes only each patient first des only each patient first 

occurrence of each event.occurrence of each event.
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Study DesignStudy Design
CASES-PMS

30-Day Clinical Follow-up:
91.5% (1348/1473)

Prospective, multicenter (73 sites), single arm, open-label study 
August 2003 – October 2005

Primary Endpoint:
30-day composite of major adverse events (MAE) 

including all death, stroke, and/or myocardial infarction

Patients Enrolled
n = 1,493

155-5229
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Lancet 2006;368:1239-47
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SPACE 
Randomized CEA vs. CAS symptomatic patients

SPACE collaborators. Lancet 2006;368:1239SPACE collaborators. Lancet 2006;368:1239--4747

Abs diff: 0.51, 90%CI 1.89-
2.91, P=0.09 (non-inferiority)
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N Engl J Med 2006;355:1660-71



EVA-3SEVA-3S
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P = 0.01P = 0.01

P = 0.26P = 0.26

Mas J-L, et al.  NEJM 2006;355:1660-71

N = 520



Curr Opin Neurol 2007;20:58-64



And What About Peripheral Arterial 
Disease…Plenty of Data Here…Right?



The Prevalence of P.A.D. Increases with Age The Prevalence of P.A.D. Increases with Age 

Figure adapted from Golomb BA, Criqui MH, Bundens WP. Epidemiology of peripheral arterial disease. In: 
Creager MA, ed. Management of Peripheral Arterial Disease: Medical, Surgical and Interventional Aspects. 

London: ReMEDICA Publishing; 2000:1-18.
1. Meijer WT, et al. Arterioscler Thromb Vasc Biol. 1998;18:185-192. 

2. Criqui MH, et al. Circulation. 1985;71:510-515. 

Rotterdam Study (ABI <0.9)1 San Diego Study (PAD by noninvasive tests)2
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Peripheral Arterial Disease:Peripheral Arterial Disease:
Why Care about P.A.D.?Why Care about P.A.D.?

• Major cause of acute and chronic disability
• Limits functional capacity
• Impairs quality of life 
• Major cause of limb amputation
• Marked increased risk of nonfatal cardiovascular 

ischemic events (MI and stroke) and death
• Early detection and treatment decreases risk of MI, 

stroke and death

A “Call to Action” to 
Recognize, Diagnose, and Treat P.A.D.

Belch J et al. Arch Int Med 2003;163:884-892



Peripheral Arterial Disease:Peripheral Arterial Disease:
Consequences of undiagnosed and untreated Consequences of undiagnosed and untreated 

P.A.D. extend well beyond leg stenosisP.A.D. extend well beyond leg stenosis

The prognosis of patients with lower extremity 
P.A.D. is characterized by 

an increased short-term risk for 
cardiovascular ischemic events

due to concomitant coronary artery disease 
and cerebrovascular disease.



P.A.D. SurvivalP.A.D. Survival

Criqui MH, et al. N Engl J Med. 1992;326:381-386.
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Contemporary P.A.D.Contemporary P.A.D.
Myocardial Infarction and DeathMyocardial Infarction and Death
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Hooi JD, et al. J Clin Epid 2004;57:294–300.

3649 subjects (average age, 64 yrs) followed up for 7.2 years.



www.preventiveservices.ahrq.gov

We Cannot Even Agree on Screening for PAD!



Circulation 2006;114:861-6



Estimated Mortality Reduction with 
Targeted Screening

Circulation 2006;114:861-6



Future Perspectives?

We need data!
Carotid Stenting

CREST
ACT 1
COAST

Renal Artery Stenting
CORAL
ASTRAL

Peripheral Arterial Stenting
We need a head to head trial of different technologies for the 
SFA, Popliteal, Tibial arteries
We need proof that screening for PAD results in effective 
COLY saved


