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 Current indications for CAS. 

 Review the high-risk criteria for poor outcomes with CEA. 

 Understand the debate for CAS with respect to age, type of 
protection, etc. 





Medicare Guidelines 

Symptomatic and High-risk > 
70% 

CAS reasonable over CEA 

Symptomatic and High-risk 50-
60% 

CEA.  CAS only if in a trial 

Symptomatic Average to Low 
Risk 

CEA.  CAS only if in a trial 

Asymptomatic CEA.  CAS only if in a trial 

http://www.cms.gov/medicare-coverage-database/details/ncdetails.aspx?NCDId�201&ncdver�9&bc�AAAAgAAAAAAA&. 







 SAPPHIRE study (NEJM. 2004;351.) was the first study 
comparing CEA and CAS in high-risk patients.   

 A study with both asymptomatic and symptomatic patients.   

 Death and MI were endpoints.   



http://www.accessdata.fda.gov/cdrh_docs/pdf3/p030047c.pdf 





Acceptable rate of stroke 

Symptomatic and High-risk > 
70% 

6% 

Symptomatic and High-risk 50-
60% 

6% 

Symptomatic Average to Low 
Risk 

3-5% 

Asymptomatic 2-3% 



 Age > 80 was considered a high-risk group in NASCET and 
SAPPHIRE.   

 Elderly were excluded from the lead in phase of CREST due to 
excessive events, but allowed in the trial if there were no other 
high risk criteria.   





 Age by itself may not be a high risk criteria, but may be 
associuated with other high risk factors which would favor CAS 
over CEA. We advocate for screening all patients and stratifying 
them to the appropriate treatment based on their risk profile.   

 The trials do not reconcile with each other.  Age > 80 is still 
considered a high-risk criterion based on re-imbursement. 

 We advocate that complication rates of CEA or CAS operators 
should remain low to justify equipoise in a particular institution.   

 



 No evidence that closed cell stents offer more protection from 
stroke than an open design.   

 

 The same can be said regarding the type of protection device.  
Data is conflicting in the amount of cerebral emboli is seen 
between the two techniques, but there is no difference in 
outcomes.     



 Excluded from NASCET and 
CAS trials. 

 Exhibit a high risk of stroke. 

 Feasible to treat with stenting. 

 Advocate searching for other 
high- surgical risk criteria for 
stenting.   









 The decision for carotid stenting is based more on the 
symptomatic status and surgical risk of the patient.   

 

 An active neuro-interventional presence can guide general 
neurologists in the decision tree process.   

 

 Vigilance for outcomes, particularly in the elderly, will support 
the practice.   


