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Carotid Therapy

• Carotid endarterectomy performed for over 55 years• Carotid endarterectomy performed for over 55 years

• Carotid artery stent performed for over 20 years

• Medical Therapy

– Largely untested, specifically among patients being 
considered for revascularization
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Carotid Revascularization in Medicare 
Population 2010 UpdatePopulation, 2010 Update
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Carotid Revascularization By Specialty, 2010

Number of Carotid Stenting Procedures in Medicare
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Because of all the controversy…

Procedural Performance of CAS Must Be FlawlessProcedural Performance of CAS Must Be Flawless
• Step One

– Don’t choose patients who would be better treated 
either medically or with CEA
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Get Experience On Who To Stent and How!
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Stroke/Death Rates By Site Volume
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Stroke/Death Rates By Physician Volume
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Avoid Dense Lesion Calcification
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Avoid Marked ICA Tortuosity
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Avoid Arch Challenges
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Reassess During the Procedure---Consider 
Case Termination if Things Aren’t Going WellCase Termination if Things Aren t Going Well

Marked Tortuosity/Critical Stenosisy
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Reassess During the Procedure---Consider 
Case Termination if Things Aren’t Going WellCase Termination if Things Aren t Going Well

Sheath/Buddy Wires: What’s Happening Here?y pp g
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CREST Primary Endpoint*

This Should Have Settled
Any Debate, Shouldn’t it?

*Periprocedural Death, Stroke, MI PLUS
Ipsilateral Stroke at 4 Years

Any Debate, Shouldn t it?
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Wait….I Don’t Get It---Wasn’t The SVS 
Sponsors of the AHA Document?Sponsors of the AHA Document?
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Wait….Weren’t Drs. Moore and Riles Members of 
the Writing Group for the AHA Guidelines?the Writing Group for the AHA Guidelines?

Ahhhhh….now I see….we don’t understand the 
difference between “alternative” and “equivalent”
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So, When Controversy Rages over CAS….

Choose patients wisely• Choose patients wisely

• Gain experience

– Physiciany

– Site

• Meticulous Procedural Performance

• Don’t be too proud to ask for helpDon t be too proud to ask for help
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