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IL CHIRURGO VASCOLARE E LA
CAROTIDOPATIA EXTRACRANICA




GREAT DEBATE AT 34 CX SYMPOSIUM

CREST Is telling us to swing towards carotid
stenting, should we?
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EVEM REPORT 2012

Evolution of Endovascular and Surgical Procedures Q4 2010/Q4 2011

Endovascular Procedures
Q4 2010 Q4 2011
AAA 2,808 6,191
TAA 2,060 2,267
Aorto-lliac 31,095 43,634
Carotid 7,633 6,807
Fem-Pop 38,221 026,708 48 4%

Overall 84,867 115,607 36.2%

Surgical Procedures
Q42010 Q42011
9,695 7,491
798 735
6,625 5,105
15,036 17,820
10,975 9,263

43,129 40,414

Source: BIBA Estimates based on EVEM Panel Data & other BIBA Research Q4 2011 Total Western Europe




CAROTIDOPATIA EXTRACRANICA

Valutazione del rischio e indicazioni chirurgiche

Identificare criteri di rischio
in base ai quali porre
indicazione all'intervento:

v legati al team chirurgico
v

(entita e qualita della
stenosi, compensi
intracranici, rischio
embolico)

v

(eta, sesso, comorbilita)




L’ EQUIPE CHIRURGICA

E’ indicato che ogni centro valuti e renda
nota la propria incidenza di complicanze
gravi (ictus, morte) perloperatorle che

ud condizionare l'indicazione
all'intervento, specie nella stenosi
carotidea asintomatica

(Linee Guida SPREAD)




STi ENOSI CARO TTDEA

QUALITATIVO
DELLA LESIONE

Compenso intracranico
Carotideicontrolaterale
“Ratologidyprossimale




- STENOSI CAROTIDEA
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IL PAZIENTE

-
»SINTOMATICO ‘_

»ASINTOMATICO

!

v Comorbi_dit;é

PAZIENITE AD
ALTO RISCHIO




PAZIENTI AD ALTO RISCHIO

v Patologia cardiaca grave
v Grave BPCO

A v Insufficienza renale cronica
(creat > 3 mg/dl)

/ v Diabete Mellito
v’ Eta = 80 anni
v Pregressa TEA omolaterale
v Occlusione carotidea controlaterale
v Collo ostile (???)

v Paziente con sintomatologia
neurologica instabile

Ouriel et al, J Vasc Surg 2001




Excerpta Medica

® The American Journal of Surgery 189 (2005) 714-719
Clinical surgery

Does the high-risk patient for carotid endarterectomy really exist?

wrgerv, University

Manuscript received April 21

DAY RESULTS




Excerpta Medica
The American
Journal of Surgery”
® The American Journal of Surgery 189 (2005) 714—719

c
Clinical surgery

Does the high-risk patient for carotid endarterectomy really exist?

Raffaele Pulli, M.D.*, Walter Dorigo, M.D., Enrico Barbanti, M.D., Leonidas Azas, M.D_,
Giovanni Pratesi. M.D.. Alessandro Alessi Innocenti. M.D.. Carlo Pratesi. M.ID.
Department of Vascular Surgery, University of Florence, Chirurgia Vascolare- Universita di Firenze, Viale Morgagmi, 85, 50034 Firenze, Falv

uscript received April 21, 2004: revised manuscript October 5. 2004

LONG-TERM RESULTS

Odds 959 C.I.
ratio

Age >79 yrs. 2.8 1.3-6
CRF 10.9 2.5-47
Severe COPD 3.4 1.2-9.7
Severe CAD 2.2 0.7-6.5
Reintervention 2.1 0.6-7

Contralateral carotid 0.6 0.2-1.8
occlusion




Registro Italiano di Chirurgia Vascolare
S.I.C.V.E. (SICVEREG)

Analisi univariata per il rischio di complicanze
neurologiche maggiori e decesso a 30 gg.

Parametro 30 gg. 30 gg. p
se presente se assente

Cardiopatia ischemica cronica 1.2% 0.6% 0.06
Insufficienza renale cronica 1.4% 0.4% n.s.
Eta >79 aa. 0.5% 0.9% n.s.
Dislipidemia 0.8% 0.9% n.s.
Diabete 0.8% 0.9% n.s.
Ipertensione arteriosa 0.8% 1% n.s.
BPCO 1.3% 0.7% 0.06
Paziente asintomatico 0.8% 1.1% n.s.
Sesso femminile 0.7% 1%




Analisi di sottogruppi

Carotid endarterectomy in female patients
Walter Dorigo, MD,” Raffaele Pulli, MD,* John Marek, MD," Nicola Troisi, MD,*

Giovanni Pratesi, MD,* Alessandro Alessi Innocenti, MD,* and Carlo Pratesi, MD,* Farence, Iraly;

o swvmsrsy RTLL mes + JOT F
;ismﬁ(}’x’ffh}';ﬁi, NM; and Rome, Iraly

J Vasc Surg 2009

Combined Carotid and Cardiac Surgery:
Improving the Results

- § . o 3 — | N Y T T oy X S 3. P . + . i
Emdwane G rowsy, Joins Marek,” Walter Dorigo,” Alessandro Alesst Dinocenti,

T g i Iy e § U b 3 oA FTapla PDeoasses | ey - 19 .9 vs
Rafiaele Pulll,” Figriiag Stelang,” and L@rio rFraesy,” riorenge, italy

Annlasc Surg 2010

Early and long-term results of carotid
endarterectomy in diabetic patients
Walter Dorigo, MD,* Raffacle Pulli, MD,* Giovanni Pratesi, MD," Aaron Fargion, MD,*

John Marek, MD.® Alessandro Alessi Innocenti, MD,* and Carlo Pracesi, MD,* Horence and Rome, Traly,
and Albuguergue, NM

J Vasc Surg 2010




Come migliorare i risultati ?

e Monitoraggio e
protezione
cerebrale

e Controllo di
qualita
Intraoperatorio




Differenti modalita di ricostruzione
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Come migliorare i risultati ?

e Differenti
modalita di
ricostruzione

e Controllo di
qualita
Intraoperatorio




There is More to Preventing Stroke After Carotid Surgery
than Shunt and Patch Debates

A.R. Naylor®

epartment of Vascular Surgery, Leicester Royal Infirmary, Leicester, UK

Tecnica chirurgica

Anestesia
Controllo di qualita

Terapia medica

(EJVES, 2005)




Reducing the Risk of Intraoperative Neurological
Complications during Carotid Endarterectomy with Early
Distal Control of the Internal Carotid Artery

C. Pratesi, W. Dorigo,” A. Alessi Innocenti, L. Azas, E. Barbanti, B. Lambardi,
G. Pratesi and R. Pulli

Dreparfrient of Vascular Sergery, University of Flarence, Viale Morgagm 85, 50134 Firenze, [faly




Come migliorare I risultati:
tecnica chirurgica

o Adverse ischemic cerebral events
occurred in 2.4% (TIA) and 2.9%
(minor stroke) of patients and were
related to significantly more
microemboli during dissection (0.92
vs 6.91, P=0.003) but not during
clamp release or wound closure

(Verhoeven BAn et al. Stroke 2005)




Come migliorare I risultati:
prof /555/ /ntraoperator/a mu/t/fattor/a/e

Dere%ral (PES NIRS,
valutazmne cllnlca)

@ At’tenta mébstas

(PrateS/ C, EJVES 2004)



Differenti modalita di anestesia

e There is insufficient evidence from
randomised trials comparing carotid
endarterectomy performed under
local and general anaesthetic. Non-
randomised studies suggest
potential benefits with the use of
local anaesthetic, but these studies
may be biased. More randomised
studies are needed.

(Cochrane Syst Rev, 2004)

Chir. Vasc., Fi




Anestesia locale vs. generale

> W General anaesthesia versus local anaesthesia for carotid
surgery (GALA): a multicentre, randomised controlled trial

Lancet 2008; 372: 2132-42

“Non e stata dimostrata alcuna
differenza significativa tra |'anestesia
locale e quella generale. La scelta della
tecnica anestesiologica da utilizzare
dovrebbe essere gestita in maniera
singola su ciascun paziente sulla base
dei pareri del chirurgo, dell’'anestesista
e, non ultimo, del paziente.”




La terza via...

Anesthesia for Carotid Endarterectomy: The Third Option.
Patient Cooperation During General Anesthesia

Sergio Bevilacqua, MD*
Stefano Romagnoli, MD*
Francesco Ciappi, MD*
Chiara Lazzeri, MDD
Sandro Gelsomine, MDY
Carlo Pratesi, MDg

Gian Franco Gensind, MDT

BACKGROUND: Carotid endarterectomy is typically performed using either reg

or general anesthesia techniques, which exhibit several differences, especially
regarding the intraoperative neurological menitoring of patients. In this study, we
introduce a technique of general anesthesia icooperative patient general anesthe-
sia), which allows neurclogical monitoring of the awake patient during surgery.
METHODS: We prospectively enrolled 181 consecutive adult patients scheduled for
carotid endarterectomy. Patients were anesthetized with a total IV anesthesia
technique. During carotid clamping, anesthesia was reduced and maintained only
with high-dose remifentanil, such that the patient was able o respond to verbal
statements and neurclogical monitoring could be performed. The technique is
described in detail. Patient neurclogical and cardiac cubcomes were investigated.
Patient and surgeon satisfaction with the technique were also evaluated.

RESULTS: General anesthesia with a cooperative patient was achieved in 179
patients. Mo postoperative neurological events were observed. Twe (1.1%) nonfatal
myocardial infarchions occurred in the early postoperative period in bwo patients.
Eightv-one percent of patients described the operation duration as brief, whereas
19.3% accurately perceived the time thev were conscious. Both patients and
surgeons were highly satisfied with the technique.

CONCLUSIONS: In our series, cooperative patient general anesthesia proved to be a
safe and satisfactory anesthetic technique for both the patient and surgeon. The
technique was characterized by hemodynamic stability, excellent control of venti-
latory pattern, continuous neurclogical monitoring, and immediate and safe
conversion to general anesthesia whenever required. Purther studies are needed to
highlight the advantages of this technique compared with standard general and
local anesthesia.

{Anesth Analg 2009;108:1920 -38)

(Anesth Analg 2009)



Come migliorare i risultati ?

e Differenti
modalita di
ricostruzione

e Monitoraggio e

protezione
cerebrale




Routine Completion Angiography during Carotid
Endarterectomy is not Mandatory

C. Pratesi, W. Dorigo, N. Troisi, A. Fargion, A.A. Innocenti,
G. Pratesi, E. Barbanti and R. Pulli’

Department of Vascular Swrgery, University of Flovence, Italy

Table 3. Univariate analvsis for the need of completion CA in
Table 4. Early results selective-CA group
Mandatory-CA Selective-C A P Selective-CA o
group group - shunt insertion 10541 249%) 0005
. , - 9 » A IFT = AR
Neurdlogical deficits  2/430 (0.5%) 27484 (04%)  nas. no shust inserion 38/85 35%)
at awake - eversion CEA /10 (307)
- primary closure 4 /85 (4.77%) 0001
30 day results _ - patch closure 36/ 384 (95%) .
= minar stroks 0 47484 (0.8%) LA, - carotid bypass 3715 (205
- major stroke 57430 (1.1%) il A, carotid nearocclusion 11/23 (48°%)
i . P, ; i A o i . T . h gt u "

- deaths 37430 (0.7%) 37484 (06%) L, - nwy carobid near occlusion JE/H3 (B <0.001
30-day stroke 87430 (1.8%) JAB(LAR) ns - symptomatic patients 29,206 (14%) 0,008
and death rate - asymptomatic patients 197278 (79 '

- primary intervention 38/ 402 (83 -0.001
- redo surgery 10722 45%) o

(EJVES 2006)



Come migliorare I risultati:
profilassi intraoperatoria "multifattoriale”

Controllo di
gualita

Clyl £ el I

S utura
adeguata




Cattedra di Chirurgia Vascolare  Universita degli Studi di Firenze

CHIRURGIA DELLA CAROTIDE EXTRA-CRANICA
7749 INTERVENTI (1980-2012)
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Cattedra di Chirurgia Vascolare  Universita di Firenze

Gruppo di studio prospettico (1996-2010)

Al fine d/ valutare i cambi n te di’-
indicazioni, strategia C.Q/J‘U/‘g7C0 ﬁéste%ﬁbg/ca
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Universita di Firenze

Cattedra di Chirurgia Vascolare
Gruppo di studio prospettico (1996-2010)

afatferlst iche a’emograﬂche

~Gruppo 1 Gruppo 2
3%:4 (32%) 319 (37%) 0.02
5734l (:I:7) 0.03
0.03

707(i7)
" 0,001
54;9 (5170/0) <O 001
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Cattedra di Chirurgia Vascolare

Universita di Firenze
Gruppo di studio prospettico (1996-2010)

Grupp& l
Mo oragglo cI|n|co

AnesteS/a e tecn/ca ch irurgica
Shunt ||15?[‘{t%

“ Gruppo 2
47(1 5%) . 704 (81%) :

-Eversione

Innesto/bypass

13 (1%)
Tempo di clampaggio . _
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Universita di Firenze

Cattedra di Chirurgia Vascolare
Gruppo di studio prospettico (1996-2010)

Risultati

Gruppo 1 -

9 (fo/o)

Deficit neurologici
perioperatori

Risultati a 30 gg.

Stroke mlno 7
Stroke maJOr
6 (0.6%) —

16 (1.6%) 5(0 5%)
R

Decessi =
*Nei pazienti sintomatici 1.8% nel gruppo 1 e 0.6% nel gruppa 2 (T <g 061 )

30 ggr s/m*







sopravvivenza cumulata

assenza di qualsiasi sintomo neurologico

=¥ sopravvivenza

pyassenza di sintomi
neurologici

1,07
0,87
0,64
85.7%
0,47
0,27
0,0
1 Ll T T T 1 I I
12 24 36 48 G0 72 g4 96
mesi di follow-up
Funzione di sopravvivenza
1,0
0,587
0,6+
96.5%
0,4
0,29
0,0
1 Ll 1 I I I I 1
12 24 36 45 G0 72 G4 S96

mesi di follow-up

assenza di restenosi >70%

assenza di stroke ipsilaterale

0,589

0,47

0,24

0,0

wd¥assenza di stroke
—+

98%

T T T T T T T T
12 24 36 48 60 T2 g4 LS

mesi di follow-up

0,57

0,64

0,44

0,2

0,09

88%

T T T T T T T T
12 24 36 45 60 72 a4 96

mesi di follow-up

=l Vassenza di restenosi




Per migliorare i risultati della TEA,
qguello che I trials non chiariscono...

...ma che puo derivare dall’'esperienza di
oltre 7.000 interventi

e Clampaggio preliminare della carotide
interna

e Monitoraggio e protezione cerebrale
affidabili e sicuri

e Ampio utilizzo del patch
e Controllo intraprocedurale
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