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tandem RICA stenosis!! 

LICA occlusion 

 Experienced-operator Duplex Ultrasound: MANDATORY   

screening 
 

stenosis severity 
 

plaque morphology 
 

stent & EPD 
selection 
(CAS ‘tailoring’) 
 

stent follow-up 
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LICA stenosis  RICA occlusion 

Contralateral ICA occlusion: not an absolute contraindication to 
CAS with proximal EPD but collateral supply from the vertebral 

arteries needs to be documented on TCD!  

Patent collateral flow 
through the left posterior 
communicating artery to 
the left middle cerebral 
artery, in the patient with 
occlusion of the right 
internal carotid artery and 
tight stenosis of the left 
internal carotid artery 

„back” pressure 
mean 75 mmHg 

 



RICA occlusion !!!j 
LICA critical stenosis 80-99% according to Bluth 

One in 5 patients referred for CEA on the basis of DUPLEX 
ULTRASOUND gets operated on IN ABSENCE of 

SIGNIFICANT ICA stenosis 

Queshi AI et al.: Stroke 2001; 32, 2287 



Target ICA  

access  

anatomy: 

 

...can be crucial  

in determining 

CAS feasibility 

& safety 

 

 less contrast 

use / less time / 

less risk if  

access anatomy 

defined prior 

to CAS!  



S Macdonald, Stroke 2009, 40 



CAS strategy: Non-invasive work-up 

Z. Moczulski  &  M. Irzyk 
Centre for Diagnosis and Rehabilitation 

 of Cardiac and Pulmonary Diseases, 

John Paul II Hospital, Krakow  



CT angio can indicate CAS strategy  
(or CAS vs CEA) options !!!! 



‘bovine arch’, stent in RICA Long iatrogenic  LICA dissection  
        3 months after CEA  



Mo.Ma 8F proximal EPD 0.014‘guidewire  
LICA false lumen  

True lumen second 
guidewire 

ECA balloon 

Amplatz 
Super Stiff 
0.035’ 

HN2 
diagnostic 
catheter 

Mo.Ma 8F 



IVUS veryfication of true lumen in LICA   

IVUS probe 



 Precise  8x40mm  self-
expanding stent   

Stent postdilatation 
with  5,5x30mm balloon 

Final angiography  



Pts. age 32  with Marfan  Syndrome after 
Bental deBono surgery with TBC , RCCA & Aorta dissection   
 

 Right hemisphere TIA  
 

1 month  after cardiac surgery. 



CAS procedure of RCCA & TBC   
via direct surgical approach from RCCA !!!!! 



CAS procedure of RCCA & TBC   
via direct surgical approach from RCCA !!!! 

   SMART 10/80 selfexpandible stent without postdylatation  



CAS procedure of RCCA & TBC   
via direct surgical approach from RCCA !!!! 

 Angio CT optimal angiographic and clinical effect  



 Hybrid Room in JPII Hospital in Krakow – rotational angiography  
        CAS procedur is feasible with only less than < 50ML of CM 

Before LICA -CAS After LICA -CAS 

  6 ml of CM for  each angiography !!!! 



What does high risk lesion mean ???? 

long filiform  
irregural contra 
lateral ICA  
occlusion 

symptomatic 
ICA occlusion 

thrombus containing  
lesion 

lesion after  
radiotherapy 

huge plaque  
burden 

CCA / ICA tight 
stenosis 



A. Cremonesi, F Castriota et al. – EuroIntervention, December 2005 

Analysis on 377 consecutive patients 



J ENDOVASC THER  
2009; Dec, 16/6/744 

P Pieniazek, et al. 



Lesion 
specific 
stenting: 
•Tailored procedure 
which consists in 
matching stent 
biomechanical  
characteristics  to 
carotid lesion  features 

 

•Main goal: 
sustained anti-
embolic 
protection 

How to put in practice 
Definition 

Lesion specific stenting:  

the solution 





Pore Size 

CGUARD™ 

ROADSAVER=CASPER 

Closed cell stent Open cell stent 

GORE 

P. Musialek  @  LINC  2016 
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P. Musialek  @  TCT  2015 

Pore Size 

CGUARD™ 

ROADSAVER=CASPER 

165µm* 375µm 
 

500 
µm 
 

1050µm 
 

1900µm 
 Closed cell stent Open cell stent 

GORE 

P. Musialek  @  LINC  2016 * 150–180µm 



P. Musialek  @  TCT  2015 
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Endovascular   Reconstruction  of  the  Carotid  Bifurcation 

Note 
self-tapering 

P. Musialek  @  LINC  2016 

Symptomatic 
 

+ contralateral 
    occlusion 

Asymptomatic 
 
increased 
stroke 
risk lesion 



P. Musialek  @  LINC 2016 



RoadSaver Carotid Stent 

 double layer micromesh scaffold 

 enabling sustained embolic protection by very 
tight plaque coverage 

 embolic protection starts with implantation of 
the stent into the lesion and continues 
throughout the process of neointimalization 

 up to 50% deployment full re-sheathable and 
repositionable 



Pt.age 61. RICA occluded , Symptomatic LICA stenosis 
95% - dissected : Meshstent technology only option. 

RoadSaver 8.0/25mm with SPIDER RX protection successfully implanted .  



Novel technology for better brain 

protection in  2016 

Micromesh stent ( Roadsaver ) implantation in high risk 

symptomatic lesion. 



2016 Krakow experience; 40 pts with RoadSaver implantation. All 

symptomatic High Risk lesions. Periprocedural & 30 days 

complications rate ( 1 minor stroke & 1-TIA ) 

Micromesh stent ( Roadsaver ) implantation in high risk symptomatic 
lesion. 



ERRELEVANT IN 2016 



Caniulatiom difficulties of CCA during CAS 



Femoral Approach Limitations !!! 
 

Aorto-Iliac disease or occlusion  

                         ( Lerishe’a  Syndrom ) 

 

Previous surgical bypass at peripheral field 

 

After stent graft implantation 

 

Significant overweight 

 

Large hernia 

 

Spine disease difficulty in lying after CAS  

 

Haematological disease or Coumadin therapy 



Radial access - special transradial sheath  6F or 7F/11cm 

Widespread use by cardiologists (6-8% radial artery occlusion ) 

Antispasmolitic coctail 

 

2.5mg Verapamil 

 

200ug Nitrologliceryn 

 

5000 IU Heparin 

In pts with carotid artery stenosis the  

coexistance of CAD was observed in 69% pts.  
 

Pieniążek P i wsp. Kardiol. Pol. 2004;61:II-48-56 
 

I do not recommend 8F sheath and proximal protection ! 



Special devices is crusial for radial access CAS 

Special dedicated diagnostic cath ( Cobra 1&2 5F. )Flexibile Guiding 

 Cath 6/7F or 5F sheath, Dura Glide Jindo or  

 Glidewire Advantage, Independent Filter ( Spider RX or Wirion )   



Unique solution for transradial access 

intervention !!! Glidesheath SLENDER ! 

Save radial and ulnar artery to the next intervention 



Contraindications to CAS ...are very few 

• hostile anatomy / no 
endovascular access  

• trombocytopenia, 
leukopenia, neutropenia 

• recent (< 3 mo) GI bleeding 

• intolerance or resistance of 
thienopiridines 

• fresh thrombus + anatomy  
precluding the use of 
proximal protection  

• Sharp angulation or massive      
calcification at stenosis site 

• total chronic occlusion 

massive 
plaque 

calcification 



Case# 2562 F. age 61   ( 5 people from the family died due to ishemic stroke !! ) with severe LICA 

95% stenosis. 

CAS LICA with proximal protection MoMa +  Cristallo stent 

 without complications. Angioseal for femoral artery closure  

We must be prepared & ready to treat  our all complication 



          15 min after CAS  total loss of consciousness  

     Left hemisphere stroke symptoms !! 

                                                    Sent for bran CT + angiography 

   

 Excluded intracranial bleeding .Tight stenosis /occlusion of left  

MCA segment M1/M2 .. the lack of fulfillment of peripheral artery 



Left femoral access  Intracrarnial angiography of left hemisphere.  

Occlusion of left MCA . Patient required general anesthesia  

because of severe seizures. 

Performed mechanical embolectomy with ERIC 

system  with proximal  protection MoNo MoMa !!!! 



                 2 passages of ERIC thrombectomy  

 Not satysfactory flow in l. MCA !!  

PTA with OTW small 1.5mm coronary balloons . 



Actylise 5mg 

 Kissing technic for both artery recanalization 

       5mg  rTPA locally via microcatheter  



    Final angiography with  M1/M2 recanalization 

      8 mm only new ishemic area on left hemisphere. She left hospital 

      at 5 day with NIHSS 1 after neurology consultation  

 

 





Progress cannot be stopped ! 
Progress in CAS technology is 

Enormous in Recent Years  
CAS is the beter option for 

majority of patients 
 

Hospitalization time: 48 < 72 hrs. 



Thank you 

John Paul II Hospital Krakow PL. 


