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SELECTING PATIENTS FOR CAROTID INTERVENTION IS GETTING
HARDER: CANDIDATES ARE OLDER (AND SICKER), ANATOMIC IMAGING
IS NOT STANDARDIZED, MEDICAL THERAPY IS IMPROVING, MORE
OPTIONS FOR INTERVENTION EXIST AND CRIES FOR NON-OPERATIVE
MANAGEMENT ARE GETTING LOUDER: IS CONSENSUS EVEN POSSIBLE?
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THE TREATMENT OF
IT USED TO BE SIMPLE (1995-2004)

1. BEST MEDICAL THERAPY IMPROVED
’- ACST Long term data showed |ess benefit to CEA
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Lancet. 2010 Sep 25;376(9746):1074-84.
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THEN WHAT HAPPENED?:
(2007-2024)
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2. WE SPENT 20 YEARS DEBATING IF CEA, TFCAS OR TCAR WAS BETTER
INSTEAD OF REFINING EXACTLY WHO NEEDS INTERVENTION

+ Between 2001-2024

CEAs performed decreased, TFCAS peaked and TCAR use continues to increase
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3. CRIES FOR NON-OPERATIVE MANAGEMENT GOT LOUDER

We began looking at the
trial data more critically
and

leading advocate of BMT
over intervention says:
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5. THE POPULATION IS AGING

The number of patients in the age
groups with the highest rates of
carotid disease s increasing
+ Look at the increase in the.
fotal number of people over
the age of 70 between 1960
and 2060 (estimated)

A Century of Change

Population of the United States

1960 2060

Milions of people Millions of people
2017 National Population Projections, updated October 8, 2019
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7. PATIENTS ARE GETTING SICKER

Female + The older the patient the more
comorbidities
Majority of the >70 year-
old group has >7 medical
conditions
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4. IMAGING STUDIES (IN MY OPINION) GOT HARDER TO INTERPRET

MRA
Community studies are largely
useless
Maybe overestimate degree of
stenosis?

+ Can'tagree on criteria to define severe stenosis
+ Criteria keep changing

+  Frequent disagreement with other modalities

+ Acoustic shadowing limits usefulness in calcified lesions

How is stenosis even measured?
Eyeball it, NASCET, axial, sagittal, coronal, MIPS or
reconstructed images?
I'am concerned that | can dial up or down the degree of
stenosis by changing white balance
Different radiologists, same lesion severity report different
degrees of stenosis
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6. THE PREVALENCE OF CAROTID STENOSIS IS INCREASING
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Between 5-10% of the
population over the age of
65 has a >50% carotid
stenosis

Prevalence of carotid stenosis >50%

Age (years)

CAN THE SVS HELP US NEGOTIATE ALL OF THESE CHANGES?

« Intervention if...
+ >70% stenosis
+ BMTis started
+ 3.5 year life expectancy
« Stroke/Death risk <3%
+_No major change from 1995

3 Vasc Surg 2024791272-

Patients with AsxCS

In low surgical risk patients with >70% AsxCS docu-
mented by validated Duplex ultrasound examination or
CTA/angiography. CEA with BMT is recommended over
BMT alone for the long-term prevention of stroke and
death (Grade 1 [Strong], Quality of Evidence: B
[Moderate]).

Patients with a =70% ASxCS should be considered for
CEA, TCAR, or transfemoral CAS for reduction of long-
term risk of stroke, provided the patient has a 3- to 5-year

life and rates can
be =3%. The selection of intervention is based on risk:
stratification.

Slag




11/22/24

1 — 1 —
WHAT DOES THE MAINSTREAM THINK? (AHA)

WHAT ABOUT THE ESVS?
~ Intervention If..
et o CHS S wbyinte |+ Favor the ESVS guidelines

+ >60% stenosis
+ BMT - o
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- Stroke/Death risk <3% i
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Stroke ¢
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g (2023) I don't perform MRIs to see intraplaque hemorrhage
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WHAT ARE MY RECOMMENDATIONS?

- * Apply a common-sense approach
—1. Institute BMT

—2. Don't intervene
« Iflife expectancy is <5years
- + Overwhelming comorbidities (“gut feeling”)
« If patient doesn’t pass my "eyeball” test of overall fitness to undergo surgery
—3. Narrowed my indications for intervention from >80% stenosis (Until we
develop some new indications for intervention e.g. preservation of cognitive

- function as is being assessed in CREST-2)
« Critical stenosis (according to my eyeball test)

« Inability to follow the lesion (I have no way to assess if it's getting worse)

WHATS THE CONSENSUS IN 2024?: NONE
NOT SO SIMPLE ANYMORE
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MY INDICATIONS FOR CAROTID INTERVENTION

MY INDICATIONS FOR CAROTID INTERVENTION IN THE
ASYMPTOMATIC PATIENT
2. Inability to follow the lesion (I have no way to assess if it is getting worse)

1. Critical Stenosis

CA CAROTID

PSV EDV ICA/ICCA

Left (cm’s) (em's)  Ratio Stenosis
PoxCCA 73 8

DistCCA 77 8

ProxICA 108 13 140 <50%
MdICA 82 14 107

DistlCA 81 15 105

Vertebr 52 S

ECA 00
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Thank you

+ Dr. Ascher and the program committee for inviting me back
+ Dr. Veith for so much more
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