@ PONT.CAROT/IDE GAUCHE










Indications angioplasties carotidiennes

= Restenoses par hyperplasie néo-intimale

= Cous « hostiles » :

Chirurgie ORL prealable
Blocage cervical : arthrose, SPAnkylosante

= Stenoses radiques

= Contre-indications generales a la chirurgie
(espérance de vie > 5 ans?)

= Age?
= Contre-indications clampage carotidien?
Occlusions contro-latéerale ou intra-cerebrale



Age and procedural risk of stroke or death

CSTC analysis (4 trials)

Hazard Ratio
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Carotid stenting

P trend < 0.0001
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Howard, Lancet 2016

Effet de I'age concentré sur
la période procédurale
chez les patients traités par

stenting

Periprocedural stroke or death
65-69 vs. <60 : HR =22
>70vs. <60 :HR=40
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Recommendation 90 | New |

For patients undergoing transfemoral carotid stenting,

at least twelve carotid stent procedures per year|(per
operator) may be considered an appropriate operator
volume threshold in order to maintain optimal outcomes.

Class Level References ToE

Ib Giurgius et al. (2021)' ",
Badheka et al. (2014)*%,
Shishehbor et al. (2014)**®
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Impact of stent design?
CSTC analysis (4 trials)

Open cell design stents Closed cell design stents

= Not all struts inter-connected = Al struts inter-connected
* Open area >5 mm? = QOpen area <5 mm?

Precise RX (Cordis) = Carotid Wallstent (Boston Scientific)
Acculink (Guidant/Abbott) =  Xact (Abbott)

Protégé (EV3) = (Cristallo ideale (Invatec)

Next Stent (Boston Scientific)
Exponent (Medtronic)




Early endarterectomy vs. Early stenting
Results from CSTC (4 trials)

Open cell Closed cell Risk Ratio Risk Ratio
Study % % 95% CI 95% CI

EVA-3S 11.9 7.6 1.57 [0.72, 3.41] i
SPACE 11.0 6.3 1.76 [0.95, 3.23] .

ICSS 9.3 9.2 1.78 [1.04, 3.07] ===

RiskofPOE 1.67 [1.18, 2.35] <&

| | | |
| |

| |
Overall P-value D2 @5 1 2 5
Favours Favours

open cell closed cell

POE = primary outcome event: any stroke or death within 30 days after treatment




Bociété de Chirurgie Vasculaire et
ndovasculaire de Langue Francaise

TCAR (TransCervical Revascularization of the Carotid Artery)

Abord Direct Artére Carotide Commu

Ponction veine fémorale commune

Dispositif de neuroprotection :
- Filtre
- Régulateur de flux
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S (. V E TCAR (TransCervical Revascularization of the Carotid Artery)

Bociété de Chirurgie Vasculaire et
ndovasculaire de Langue Frangaise

Rationnel

Multicenter Study > Ann Surg. 2007 Oct;246(4):551-6; discussion 556-8 All Patients (n=168)
doi: 10.1097/SLA.0b013e3181567a39. 0 Procedure 8 Post-Procedure @ Post-Discharge

The CAPTURE registry: analysis of strokes resulting Nombreux AVC controlatéraux

from carotid artery stenting in the post approval peri opératoires apres CAS
setting: timing, location, severity, and type

% of patients

14%

. a%
Ronald Fairman ', William A Gray, Andrea P Scicli, Olivia Wilburn, Patrick Verta, Richard Atkinson, 0% i -:n_
Jay S Yadav, Mark Wholey, L Nelson Hopkins, Rod Raabe, Stanley Barnwell, Richard Green Arche aortiq ue Ipsi (n=139) Non- Ipsi (n=31)
CAPTURE Trial Collaborators FIGURE 4. Location relative to procedure time.

Comparative Study > J Vasc Surg. 2011 Feb;53(2):316-22. doi: 10.1016/j.jvs.2010.08.063

Micro emboles plus fréquents
pour CAS vs CEA

Epub 2010 Dec 3

The incidence of microemboli to the brain is less
with endarterectomy than with percutaneous “ i

revascularization with distal filters or flow reversal . L, i

1 Protection cérébrale f e
Naren Gupta ', Matthew A Corriere, Thomas F Dodson, Elliot L Chaikof, Robert J Beaulieu,
James G Reeves, Atef A Salam, Karthikeshwar Kasirajan

CEA

Procedural Treatment
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Recommendation 19 Unchanged

For average surgical risk patients with an asymptomatic
60-99% stenosis, carotid endarterectomy should be
considered in the presence of one or more imaging or clinical
characteristics that may be associated with an increased

risk of late stroke®, provided 30 day stroke/death rates are
<3% and patient life expectancy exceeds five years.

Class Level References

Executive Committee for the
Asymptomatic Carotid
Atherosclerosis Study (1995)
MRC Asymptomatic Carotid Surgery
Trial (ACST) Collaborative Group
(2004)°"", Halliday et al. (2010)
Nicolaides et al. (2005)""", Kakkos
etal (2013)°"", Kakkos et al.
(2009)"", Kakkos et al. (2014)
Hirtetal. (2014) ', Nicolaides
etal (2010)""", Gupta et al.
(2013)°"", King et al. (2011)
Gupta et al. (2015) ", Markus
etal (2010)""', Topakian et al.
(2011)"""
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Recommendation 20 Unchanged

For average surgical risk patients with an asymptomatic
60-99% stenosis in the presence of one or more imaging
or clinical characteristics that may be associated with an
increased risk of late stroke*, carotid stenting may be an
alternative to carotid endarterectomy, provided 30 day
stroke/death rates are £3% and patient life expectancy
exceeds five years.

Class Level References

Mannheim et al. (2017)
Rosenfield et al. (2016) ",
Eckstein et al. (2016) ",
Nicolaides et al. (2005)""',
Kakkos et al. (2013)""",
Kakkos et al. (2009)" ",
Kakkos et al. (2014) "',
Hirt et al. (2014)" ",
Nicolaides et al (2010) ",
Gupta et al. (2013)" ",
King et al (2011) ",
Gupta et al. (2015) ",
Markus et al. (2010)°"",
Topakian et al. (2011)""",
Silver et al. (2011)”
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Recommendation 21 Unchanged

For asymptomatic patients deemed by the multidisciplinary
team to be ‘high risk for surgery’ and who have an
asymptomatic 60-99% stenosis in the presence of one or
more imaging/clinical characteristics that may be
associated with an increased risk of late stroke on best
medical therapy, carotid stenting may be considered
provided anatomy is favourable, 30 day death/stroke rates
are <3% and patient life expectancy exceeds five years®*.

Class Level References o]

Gurm et al. (2008)
Nicolaides et al. (2005)
Kakkos et al. (2013)
Kakkos et al. (2009)
Kakkos et al. (2014)
Hirt et al (2014)
Nicolaides et al. (2010)
Gupta et al. (2013)
King et al. (2011)
Gupta et al. (2015)
Markus et al. (2010)
Topakian et al. (2011)
Yadav et al. (2004)
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Asymptomatic

Symptomatic

Carotid
stenosis
60-99%

Carotid
stenosis
<60%

Occlusion or near
occlusion + distal
vessel collapse

Carotid
occlusion

Near occlusion
+ distal vessel
collapse

Carotid
stenosis
<50%

Carotid
stenosis
50-69%

Y

Life expectancy =5yrs?
Favourable anatomy

>1 feature suggesting
higher stroke risk on

Y

CEA + BMT
should be considered
Class Ila B

CAS + BMT
may be considered
Class Ib B

|

|

Y

BMT
is recommended
ClassIA

|

Y

Carotid
stenosis
70-99%

Y

Recurrent
symptoms on BMT

CEA + BMT
should be considered
Class Ila B

CEA + BMT
is recommended
ClassIA

Yes

Y

CAS + BMT
may be considered
Class b B

CEA + BMT
CAS + BMT
may be
considered only
if recommended
after MDT review
Class IIb B

CAS + BMT
should be
considered if
high risk for
CEA
Class Ila B

Otherwise
may be
considered
Class IIb B

Figure 2. Management of “average risk” patients with asymptomatic and symptomatic carotid stenoses with best medical therapy (BMT),

carotid endarterectomy (CEA), and/or carotid artery stenting (CAS). See Table 8 for imaging/clinical criteria that confer an increased risk of
stroke on BMT.




Points de réflexion

Chirurgie Carotidienne recommandeée en
premiere intention

Chirurgie vasculaire : patients ages aux
atteintes multiples et poly-pathologiques

Risque admis equipes entrainees +/-1%
Maitrise des deux techniques indispensable

Evolution du materiel endovasculaire : stents
double couche?

Evaluation de la methode TCAR (USA)
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Merci pour votre attention




