
T
he role of “fixing” a carotid stenosis has been controversial
ever since the procedure was first described over a half cen-
tury ago. The data from early-1990s randomized trials for
high-grade symptomatic stenosis laid to rest much of the
controversy for endarterectomy in that population.1,2

However, despite the publication of three large well-designed
prospective randomized trials,3-5 the preceding discussions by
Drs. Fayad, Wagner and Spence—all leading experts in the
field—underscore rather than resolve the ongoing controversies.

Each author references data from major trials to justify very
different approaches to this group of patients. Dr. Wagner, a vas-
cular surgeon, points out that in the Asymptomatic Carotid
Atherosclerosis Study, nearly half of the procedure-related end-
points in the surgical arm were due to the required catheter
angiography, a procedure done much less often in current prac-
tice. He argues that many community hospitals can achieve even
better results than the 2.3 to 3.1 percent stroke/death rates
reported in the two largest asymptomatic trials. His group of
vascular surgeons documented a procedure-related stroke/death
rate below one percent. However, these types of results are not
what is found in most community hospitals. Dr. Spence empha-
sizes that Medicare data demonstrate a 5.2 percent stroke/death
rate. One can speculate that had a neurologist evaluated each
case for evidence of new stroke signs and symptoms, the rate
would have been even higher. Absent a lower than three percent
stroke/death procedure rate, the data show the potential risk
outweighs the potential benefit in asymptomatic patients.

Dr. Fayad points out that the asymptomatic CEA trials
entered only patients with low potential surgical risk. In current
practice, many patients with multiple comorbidities present
with asymptomatic stenosis. He cites case series of carotid stent-
ing suggesting a stroke/death rate of 7.4 percent. The random-
ized asymptomatic patients in the SAPPHIRE trial suffered a
nearly six percent stroke/death rate in the stenting arm.6 He cor-
rectly reports that data from NASCET suggests a much higher
endpoint rate in medically managed patients over the age of 75,
increasing the potential benefit of surgical correction in this
group. However, even relatively healthy patients with few
comorbidities and good potential long term prognosis do not
benefit if the procedure complication rate is above three percent

or the potential survival is under four years. Unlike symptomatic
patients, no benefit can be obtained by repairing carotid steno-
sis in asymptomatic patients over the age of 75 years. Thus, great
caution needs be used prior to referring a patient with multiple
comorbidities or advanced age for any procedure.

Dr. Spence emphasizes the need to have proven risk-to-ben-
efit ratios before recommending a potentially dangerous proce-
dure to an asymptomatic patient. He discusses the potential for
transcranial Doppler (TCD) emboli detection for identifying
high-risk asymptomatic patients. Unfortunately, TCD as a
screening tool for repair of asymptomatic carotid stenosis has
not been tested in carefully designed prospective clinical trials.

The authors agree that excellent clinical judgment needs to
be exercised prior to advocating treatment. Unfortunately, in
many regions, the neurologist has been removed from the deci-
sion-making process in asymptomatic patients. It is not uncom-
mon to see advertising for low cost or free “stroke screening,”
which consists of a carotid duplex exam, advertised at a nursing
home, assisted living facility or even shopping center. After
asymptomatic stenosis is identified, all too often the primary
caregiver refers the patient directly to the vascular surgeon, inter-
ventional cardiologist or interventional radiologist. 

For best patient care, neurologists should play a critical role,
prospectively monitoring procedure-related complications to
ensure rates of fewer than three percent. Self-reporting of com-
plication rates is prone to under-reporting. The neurologist is in
the best position to evaluate the neurologic risks the patient
faces—even making the call as to whether the patient is symp-
tomatic or asymptomatic! And the neurologist is in the best
position to ensure the patient receives the best risk-reduction
management for long-term stroke prevention independent of
whether or not they receive an invasive procedure. PN
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