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High risk criteria for CEA

Medical Comorbldities

Anatomical Criterla

Lesion at C-2 or higher Age = 80 yrs

Lesion below clavicle Class llI/IV congestive heart failure

Prior radical neck surgery or Class llI/IV angina pectoris

radiation

Contralateral carotid occlusion Left main/=2 vessel coronary
disease

Prior-ipsilateral CEA Urgen 30 da hea e

Contralateral laryngeal nerve palsy LV ejection fraction =30%

Tracheostoma Recent (<30 days) myocardial
infarction

Severe chronic lung disease

Severe renal disease

Bates et al.

ACCF/SCAI/SVMB/SIR/ASITN
Clinical Expert Consensus Document JACC Vol.49, No. 1,2007 January.2/9, 2007:126-70



Real world : VS too easily disqualify pts from the CEA

SAPPHIRE STUDY

Trial Design and Patient Flow

Evaluated by panel of physicians (interven.tionalist, :
surgeon, neurologist) who concur on qualification of patient

n=747
Surgeon: Su son &
unacceptable Interventionalist
risk for CEA will troat patient

Interventionalist:
unacceptable risk
for stenting

| Non-Randomized
| StentAmm [ RCT

)|
CAS Randomized  Surgeon-rejected Tmm

" Non-Randor...7ed :

CEAAM
n=7




Access Site Complications:
Most Technical Failures are related to complex
arch !l!

Aortic arch

Bovine arch







Unusual situation !!!

+ hanging 60mm stent
LSA angioplasty

Patlent Rejects any Possibility of Surglcal Treatment Very Gently
RCCA Intubation and RICA Stenting via Right Radial Access !!!!



The Anatomy




The Anatomy




Allen’s Test - Can be performed + Oximetry test




Allen’s Test - Can be performed + Oximetry test




Radial access - special transradial sheath 6F or 7F/11cm
(6-8% radial artery occlusion )

Antispasmolitic coctall
2.5mg Verapamil
200ug Nitrologliceryn

5000 IU Heparin

In pts with carotid artery stenosis the
coexistance of CAD was observed in 69% pts.

Pienigzek P i wsp. Kardiol. Pol. 2004,;61:1I-48-56
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Special dedicated diagnostic cath ( Cobra 1&2 5F. )Flexibile Guiding
Cath 6/7F or 5F sheath, Dura Glide Jindo or

Glidewire Advantage, Independent Filter ( or )



Unigue solution for transradial access
iIntervention !!! Glidesheath SLENDER !

- ————

Glidesheath Sgﬁzder : Fr.7

Hydruphilic Casted Inttoduces
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Save radial and ulnar artery to the next intervention



Competition Carotid Stents

/ .'
}t!. 4
NE 1
Terumo/ Inspire MD Abbott Vascular Boston Ev3/ Cordis/ Invatec/
Microvention Scientific Covidien/ Cardinal Medtronic
Medtronic Health
Roadsaver CGuard Gore Carotid Acculink XACT Carotid Protégé Precise Pro Cristallo
Stent Wallstent Ideale
0.38 mm? 5 mi 4 mm 2.36 mm? 1.89 mm? 1.397 mm? 4.93 mm? 2.36 mm? 3.23 mm?
Bench marking by Microvention
375-500pum 150-180pm 500pm
Advertising by Inspire MD
- ?ERUMOJ:’Q g Table by Terumo, used with permission




RoadSaver Carotid Stent-All 5

= double layer micromesh scaffold e /
= enabling sustained embolic protection by very tight plague coverage

= embolic protection starts with implantation of the stent into the lesion
and continues throughout the process of neointimalization
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RoadSaver the most flexible carotid stent on the market




Simmons 1 — 3 5F the most useful diagnostic catheter

We use generaly right radial artery for both RICA & LICA CAS
to ECA

Special Guiding Catheter: Guider Softip XF — 40XF
or 5F long sheath ( Destination )

Very gently ,, push and pull” technique.



Radial access for CAS is always challenging procedure

Delivery sheath required 1.5mm balloon predilatation for Spider RX placement



RoadSaver stent can be used for ,Direct
stenting” in all CAS procedures and should be
preferred always from radial access!!

l\'
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WIRION The Ultimate Solution Recommended
for Radial Access For Carotid Stenting

Allows optimal filter positioning
anywhere on the guide wire
anywhere along the vessel

Suitable for a wide range of vessels

Excellent deliverability

Excellent feedback from
medical community!

Excellent support and stability

Excellent visibility

Ready for use



- not a problem with CAS from right radial access

Wiron Filter very easy crossing the lesion on coronary 0.014" wire



— not a problem with CAS from right radial access

Conic soft tip facilitates easy advancing retriver accross the stent



Pts selected for CEA due to difficult access to LCCA from femoral approach
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Multilevel restenosis after CEA required stent with good radial force




. patients with severe coronary
artery disease & symptomatic ICA stenosis & severe PAD ??

Hybrid prcedure only option: CAS via radial artery + CABC



Severe angulation betwen RSA and RCCA:

Special dedicated Guiding Catheter for CAS from radial artery :
/Fr. Guider Softip XF - 40mm



Wirion filter Cristallo Ideale 5Fr. Hybrid carotid stent

entle postdilatation +
Slow flow after postdilatation due to massive filter embolization




Final result with intracranial angiography

e

After CAS pt. was Instantly Operated in the Same Hybrid Room
by Cardiosurgeon team on ASA & UFH only !l




A randomised comparison of transradial and transfemoral
approach for carotid artery stenting: RADCAR (RADial access
for CARotid artery stenting) study B Eurointervention 2014;10.381-39

Zoltan Ruzsa'**, MD, PhD; Balazs Nemes!, MD, PhD: Laszl6 Pintér?, MD: Balazs Berta!, MD:
Karoly Toth’, MD: Barna Teleki®, CVT: Sandor Nardai!, MD: Zoltan Jambrik!, MD. PhD: Gydrgy Szabo!, MD;
Ralf Kolvenbach?, MD, DSc: Kalman Hiitt]>, MD, DSc; Béla Merkely!, MD, DSc

Conclusions: The transradial approach for carotid artery stenting is safe and efficacious; however. the cross-
over rate 15 higher with transradial access. There are no differences i the total procedure duration and fluor-
oscopy time between the two approaches but the radiation dose is significantly higher m the radial group, and

the hospitalisation 1s shorter with the use of transradial access by per-protocol analysis. By evaluating the

patient data accordig to intention-to-treat analysis we found no difference in major adverse events and hos-

pitalisation. In both groups. vascular complications rarely occurred.



Carotid Artery Stenting via Radial Access Krakow Date

Between 2001 and March 2016 ( 2715 CAS procedures )

CAS via radial access 17 patients (69+10,4 years, 71% men, with >70%
stenosis),

10 left-side, 6 contralateral carotid occlusion, 9 with history of stroke or TIA

with peripheral artery disease (PAD) or unsuccessful attempt via femoral
access :

Patient (n=17)

Age [years] 69+ 10,4
Sex, men 12 (71%)
Stroke/TIA 9 (53%)
Hypertension 16 (94%)
Diabetes melitus 3(18%)
Dyslipidemia 16 (94%)
Coronary artery disease 10 (59%)
Previous percutaneous coronary intervention 5 (29%)
Previous myocardial infarction 4 (24%)
Peripheral artery disease 10 (59%)

Contralateral carotid artery occlusion 6 (35%)



Procedural data

The technical success rate was 88%. In two cases attempt via femoral
and radial access were unsuccessful and the patients were treated by
endarterectomy. In all cases CAS was performed with self-expanding bare metal
stents. The mean NASCET carotid artery stenosis was reduced from 85% to 9%
(p<0.001).

Left internal carotid artery 8
Right internal carotid artery 7

Stent 15

* Carotid Wallstent (Boston Scientific) 6 (40%)
* Cristallo Ideale (Medtronic) 4 (27%)
* Precise (Cordis) 3 (20%)
2 (13%)

* Roadsaver (Terumo)

Wirion (Gardia) 6 (40%)

Spider FX (ev3) 4 (27%)

Angiographic stenosis evaluation [%)]

Pre-intervention 84,7t7,9

Post-intervention 9+8,5



Advantages of CAS from radial access:
Importance of early ambulations

Patients comfort and satisfaction
Redusing nursing cost

Redusing vagal reaction
Redusing hypotensive response

Redusing bleeding complication




Conclusion:

Carotid artery stenting with EPD can be safely and
effective performed using radial access

In severe PAD difficult aortic arch transradial CAS can
be more save then transfemoral access.

of GW, Filters and Stents cause that
the CAS procedure is

Due to immediatelly mobilization the patients comfort is
much better

performing CAS should know
the access






