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• > 3600 U.S. Vascular/Endovascular Surgeons 
• SVS (founded 1946) – nation’s oldest medical 

professional Society devoted to non-cardiac 
vascular disease 

• Carotid artherosclerosis core element of 
Vascular Surgery practice since 1951 

• Vascular Surgeons uniquely offer all 3 
available treatments (Med Rx/CEA/CAS) 
 longitudinal patient F/U 



SVS @ MEDCAC 
• Written detailed document pertaining to the 7 

research questions submitted 
• SVS does not support change NCD for CAS 
• MEDCAC presentation organized 

– RCT data CAS vs. CEA 
– “Real world” data CAS vs. CEA 
– Clinical decision-making → asymptomatic patients  
– Vascular surgeons and CAS 
– Implication of  Δ NCD for CAS 
– Medical Rx ?adequate asymptomatic 



Vascular Surgeons & CAS 
• Vascular Practice 50-70% Endovascular 

 
• Similar to other Vascular territories 

(AAA/PVD → genuine patient benefit) 
SVS members will embrace CAS when/if 
it’s safety/cost efficacy profile equals 
CEA . . . to date this has not occurred 



 

RECENT META ANALYSIS 

J Vasc Surg 2011:53:792 



• “Granular” review of different patient subgroups 
 
• Greatest emphasis on “hard end points” of STROKE/DEATH 
 
• CEA 1st line treatment for symptomatic & selected  

asymptomatic (60-99%) patients 
 
   symptomatic → unacceptable CEA candidates 
   asymptomatic → not indicated 

 

•   CAS 

SVS Practice Guidelines 

J Vasc Surgery 2011;54:832-6 



Multispecialty Guidelines 

• Symptomatic patients → CEA first line RX      
and CAS is “alternative Rx” 

• Asymptomatic patients → CEA “reasonable” 
CAS → insufficient evidence 

Circulation 2011;124:489-532 



DETAILS  OF  CREST 

Stroke 2011;42:657-680 



STROKE/DEATH  IN  
SYMPTOMATIC  PATIENTS 

CREST  “SAFETY DATA” 

Overall (2500 pts)        4.4             2.3      1.9 (p .005) 

Symptomatic (1321 pts)     6.0  0.9       3.2  0.7       1.9 (p .02) 

Asymptomatic (1181 pts)   2.5  0.6       1.4  0.5      1.88 (p = .15) 

CAS (%)      CEA (%)    HR (p values) 

Stroke 2011;42:657-680 



N Engl J Med 2010:36380-82 

CREST Editorial 



Peter M. Rothwell, MD, Oxford 
 

Lancet Neurology 2009 (Oct);8:871 
 



Treatment Guidelines: Asymptomatic 
Organization Year Guideline 

ACC/AHA 2011 CEA "reasonable” >70%, risk low; CAS no data 

SVS updated 2011 CEA indicated >60%, longevity; CAS no data 

ESC 2011 CEA indicated >60%, longevity; CAS high volume 

Australasian 2011 CEA indicated; CAS not indicated 

NICE 2011 CAS only in trials 

J Vasc Surg 2010 



Eur J Vasc Endovasc Surg 2005;30:275-84 

ASYMPTOMATIC STENOSIS: 
NATURAL HISTORY / RISK STRATIFICATION % ECST Stenosis # Stroke/TIA # Patients 

50-69 10 (5.1%) 194 
70-89 54 (9.1%) 593 
90-99 44 (13.4%) 328 

% NASCET Stenosis     
50-69 29 (8.2%) 352 
70-89 37 (10.7%) 344 
90-99 21 (19.3%) 109  

Overall, 10% patients had events @ 3 years!   



• Imaging of Plaque Characteristics 
– Duplex → GSM 
– TCD → HITS 
– MRI 
– OCT / CTA 
– PET → inflammation 
– Molecular Imaging 

• Biomarkers (MMP / CRP) of unstable plaque 

ASYMPTOMATIC STENOSIS: 
THE QUEST FOR RISK STRATIFICATION 

• SVS has identified study of asymptomatic carotid 
stenosis as #1 Clinical Research Priority 

 Resources committed – granting mechanism 



Has Modern Medical Therapy made 
Intervention for Asymptomatic 

Stenosis Obsolete? 

• Current (2011) Practice Guidelines 
→ NO 

• Major Transatlantic Differences 
• What is the evidence? 



BEST  MEDICAL  THERAPY  DATA  
CRITIQUE 

 The “extrapolated” data on stroke risk is 

greatly biased by inclusion of many patients 

with insignificant carotid stenoses wherein  

CEA would not be recommended. 
(Smart/Oxford/ACSRS) 

 



The Lancet 2010:376 

Late Results - ACST 

Stroke risk  

 5 yr – 4.1% CEA vs 10% medical 

 CEA reduces long-term    
 stroke risk….in asymptomatic pts. 

 
 



Statin Use in ACST 

OPTIMAL  MED  Rx  BECAME  PART  OF  ACST! 
The Lancet 2010:376 

82% 
80% 



ACST – 10 yr Results 
BENEFIT  OF  CEA – DESPITE  STATINS 

“ . . . patients with tight (≥ 60% NASCET) carotid 
stenosis cannot have the risk from it completely 
abolished by medical treatment alone.” 

 
 

 



SVS & NCD for CAS 
• SVS (et. al.) recommends no changes in 

NCD for CAS at this time 
– 2-fold ↑ in S/D CAS vs CEA (symptomatic) 
– No data in asymptomatic vs BMT 

• Prior position statements (2006/07/08) 
 CAS for anatomic high risk patients 
 NOT for octogenarians 



Future Directions 
• Separate symptomatic vs. asymptomatic 
• Asymptomatic trials → BMT arm 
• Research → stroke risk stratification of 

asymptomatic patients → SVS #1 priority 
 at present % stenosis reasonable surrogate 

• Claim that BMT = CEA for stroke prevention 
in asymptomatic patients is unsubstantiated 


	Richard P. Cambria, M.D.�President, Society for Vascular Surgery�Chief, Division of Vascular and Endovascular Surgery�Massachusetts General Hospital�Professor of Surgery, Harvard Medical School, Boston, MA
	Slide Number 2
	SVS @ MEDCAC
	Vascular Surgeons & CAS
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	STROKE/DEATH  IN  SYMPTOMATIC  PATIENTS�CREST  “SAFETY DATA”
	Slide Number 10
	Slide Number 11
	Treatment Guidelines: Asymptomatic
	Slide Number 13
	Slide Number 14
	Has Modern Medical Therapy made Intervention for Asymptomatic Stenosis Obsolete?
	BEST  MEDICAL  THERAPY  DATA �CRITIQUE
	Slide Number 17
	Slide Number 18
	Slide Number 19
	SVS & NCD for CAS
	Future Directions

