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Abstract: Carotid artery stenosis is a major cause of acute ischemic strokes in adults. Given the con-
sequences and sequelae of an acute ischemic stroke, intervention while patients are still asymptomatic
is a key opportunity for stroke prevention. Although carotid endarterectomy has been the gold stan-
dard of treatment for carotid stenosis for many years, recent advances in carotid stenting technology,
practitioner experience, and dual antiplatelet therapy have expanded the use for treatments other
than endarterectomy. Review of the current literature has demonstrated that endarterectomy and
carotid artery stenting produce overall similar results for the treatment of asymptomatic carotid
stenosis, but certain factors may help guide physicians and patients in choosing one treatment over
the other. Age 70 years and older, renal disease, poor medication compliance, and unstable plaque
features all portend better outcomes from endarterectomy, whereas age under 70 years, high cervical
location of disease, cardiac disease, and reliable medication compliance favor stenting. The decision
to pursue endarterectomy versus stenting is therefore complex, and although large studies have
demonstrated similar outcomes, the approach to treatment of asymptomatic carotid stenosis must be
optimized for each individual patient to achieve the best possible outcome.

Keywords: carotid endarterectomy; carotid artery stenting; stroke; carotid artery stenosis; asymptomatic;
stroke prevention

1. Introduction

With an incidence of nearly 800,000 strokes per year in the United States, it is unsur-
prising that a tremendous amount of effort has been dedicated to studying the etiology
and treatment of stroke [1]. Given that approximately 80% of strokes occur in previously
asymptomatic patients, it is imperative that opportunities for pre-morbid intervention
are thoroughly assessed and acted upon [2]. Asymptomatic carotid artery stenosis repre-
sents a prime opportunity for pre-stroke intervention. With a prevalence of approximately
2 million individuals, asymptomatic carotid artery stenosis is present in a significant por-
tion of the population [1]. Additionally, it has been previously demonstrated that 15–20%
of strokes are attributable to carotid artery stenosis, meaning that effective intervention in
asymptomatic patients has the potential to dramatically reduce the incidence of strokes [3,4].
The question of what form intervention should take is therefore a crucial one. Although
carotid endarterectomy (CEA) has previously been considered the gold standard for the
treatment of carotid artery stenosis [5], recent advances in carotid artery stenting (CAS)
and dual anti-platelet therapy have called into question the most optimal management of
carotid artery stenosis in general, and asymptomatic carotid stenosis in particular. Although
randomized control trials have demonstrated equivalence between these two treatment
options, secondary analyses have shown that certain subgroups have notably different
outcomes [6]. The purpose of this review is therefore to examine factors that would guide a
custom-tailored approach to treatment of asymptomatic carotid artery stenosis with CEA
versus CAS.

J. Pers. Med. 2022, 12, 882. https://doi.org/10.3390/jpm12060882 https://www.mdpi.com/journal/jpm

https://doi.org/10.3390/jpm12060882
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/jpm
https://www.mdpi.com
https://doi.org/10.3390/jpm12060882
https://www.mdpi.com/journal/jpm
https://www.mdpi.com/article/10.3390/jpm12060882?type=check_update&version=1


J. Pers. Med. 2022, 12, 882 2 of 7

2. Carotid Endarterectomy

Since its original description in 1954 by Eastcott et al. [7], the CEA has become a
mainstay of treatment for carotid stenosis. Its efficacy was confirmed in 1991 through
the North American Symptomatic Carotid Endarterectomy Trial (NASCET) [5]. In this
randomized controlled trial, patients with 70–99% carotid artery stenosis (severe stenosis)
and recent transient ischemic symptoms or nondisabling stroke were randomized to best
medical management (including daily aspirin therapy) with or without CEA. Patients
undergoing surgery were found to have a significantly lower rate of strokes (absolute risk
reduction 17 ± 3.5%, p < 0.001) and lower rates of major or fatal strokes (absolute risk
reduction 10.6 ± 2.6%, p < 0.001) on the ipsilateral side of surgery [5].

Given its success in symptomatic carotid artery stenosis, investigators then asked
whether CEA might provide sufficient benefit in asymptomatic patients as well. This
was answered by the Asymptomatic Carotid Atherosclerosis Study (ACAS) in 1995. In
this randomized controlled trial, asymptomatic patients with 60% or greater stenosis
were randomized to best medical management (including daily aspirin therapy) with or
without CEA [8]. With an average follow-up period of 2.7 years, patients in the surgical
arm had lower rates of ipsilateral stroke or death (5.7%) compared with patients in the
medical arm (11%; aggregate risk reduction of 53% with 95% confidence interval from
22% to 72%) [8]. The benefit of CEA in asymptomatic patients was again confirmed by the
Asymptomatic Carotid Surgery Trial (ACST). In this randomized controlled trial, patients
with carotid stenosis of 60% or greater were randomized to best medical management
(including antiplatelet therapy) with or without CEA [9]. At five-year follow-up, patients
in the surgical arm had a lower rate of strokes compared with those in the medical arm
(6.4% versus 11.8%, respectively; net difference 5.4% with 95% CI (3.0–7.8), p < 0.0001) [9].

3. Carotid Artery Stenting

Endovascular treatment of carotid artery stenosis began in 1980, when Mathias et al. [10]
proposed the use of carotid angioplasty. Although simple and intuitive, carotid angioplasty
alone was beset by issues of re-stenosis and carotid artery dissections, the latter of which
became the impetus for the first carotid artery stent placement [10]. Since its original
description, the use of CAS has increased remarkably due to the technique’s minimally
invasive nature compared with traditional CEA. Although it is now considered to be a safe
and efficacious treatment of carotid stenosis, outcomes in CAS with balloon angioplasty
were not always as positive for a variety of issues, one being the propagation of emboli
distal to the stenotic segment. The first major technical advancement in this area came in
the form of the implementation of a distal occlusive balloon by Theron et al. [11] in 1990.
By inflating a balloon distal to the stenotic segment and aspirating after angioplasty, the
surgeons were able to remove potential embolic particles from the circulation and minimize
the risk of embolism as a result [12]. This was successful to the point that Theron et al. [13]
published a series in which 43 patients underwent angioplasty alone with no embolic
complications; additionally, 93 patients underwent angioplasty with stenting, and only one
embolic complication was observed. Embolic protection devices have continued to evolve,
and their use has become widely accepted in CAS.

Another significant reason for poorer outcomes in initial studies of CAS was the lack
of sufficient experience. CEA had been performed for approximately 35 years before its
first major trial documenting efficacy, whereas CAS, which was developed in the 1980s
and 1990s, has continued to evolve in practitioner technique and technology concomitant
with trials assessing its safety and efficacy. It has therefore been well documented that
practitioner experience has a significant effect on outcomes in CAS [14,15]. For example,
Ahmadi et al. [16] documented a significant decrease in the rates of stroke and mortality
when comparing the initial 80 cases of CAS and the subsequent 240 patients (p < 0.03). At
an institutional level, Wholey et al. [17] demonstrated that institutions that had performed
>500 cases had a stroke and mortality rate of 1.56%, whereas institutions that had performed
≤50 cases had a stroke and death rate of 4.04%. Although it is unsurprising that practitioner
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experience is an important factor in outcomes after CAS, it was often overlooked in early
studies and is at least in part responsible for recent improvements in CAS outcomes.

4. CEA versus CAS: A Direct Comparaisons

Given that CEA and CAS both provide efficacious treatment for carotid artery stenosis,
it is crucial to ask whether one is superior to the other, with simultaneous minimization
of morbidity and mortality. Several multicenter, randomized controlled trials have been
conducted to address this exact question in asymptomatic carotid artery stenosis (Table 1).
In 2010, the results of The Carotid Revascularization Endarterectomy versus Stenting
Trial (CREST) were initially published. This randomized controlled trial compared rates
of perioperative stroke, myocardial infarction (MI), and death in both symptomatic and
asymptomatic patients with carotid stenosis randomized to CEA or CAS [18]. For asymp-
tomatic patients to be included, they had to have stenosis of ≥60% (diagnosed on formal
angiography), ≥70% (diagnosed by ultrasound), or ≥80% (when diagnosed by CT or MR
angiography in the context of stenosis of 50% to 69% diagnosed on ultrasound) [18]. In
the perioperative period, strokes occurred more frequently in the CAS group compared
with the CEA group (4.1% versus 2.3%, p = 0.01); however, MIs occurred more frequently
in the CEA group than in the CAS group (1.1% versus 2.3%, p = 0.03) [18]. It was noted that
patients under the age of 70 years had better outcomes after CAS, whereas those over the
age of 70 had better outcomes after CEA (p = 0.02) [18]. Additionally, symptomatic patients
had higher risk of stroke and death after CAS, whereas asymptomatic patients had similar
rates after both CAS and CEA [18].

Table 1. Comparison of outcomes among carotid endarterectomy, carotid artery stenting, and best
medical therapy.

Study n Intervention Comparison Main
Outcomes

All
Outcomes (%) Key Points

ACAS 1662 CEA BMT
Stroke,

mortality
5.1 (CEA) Significantly lower stroke rate in

surgical arm11 (BMT)

ACST 3120 CEA BMT
Stroke,

mortality
2.8 (CEA) Significantly lower stroke rate in

surgical arm4.5 (BMT)

CREST 2502 CAS CEA
Stroke, MI,
mortality

7.2 (CAS) Significantly fewer strokes in CEA arm;
significantly fewer MIs in CAS arm

6.8 (CEA) Significantly lower risk of stroke and
death in asymptomatic patients

ACT-1 1665 CAS CEA
Stroke,

mortality
2.9 (CAS) No significant difference
1.7 (CEA)

ACST-2 1330 CAS CEA
Stroke, MI,
mortality

3.9 (CAS) No significant difference
3.2 (CEA)

MI, myocardial infarction; ACAS, Asymptomatic Carotid Atherosclerosis Study; CEA, carotid endarterectomy;
BMT, best medical therapy; ACST, Asymptomatic Carotid Surgery Trial; CREST, Carotid Revascularization
Endarterectomy versus Stenting Trial; CAS, carotid artery stenting; ACT-1, Carotid Angioplasty and Stenting
Versus Endarterectomy in Asymptomatic Subjects who are at Standard Risk for Carotid Endarterectomy with
Significant Extracranial Carotid Stenotic Disease; ACST-2, Second Asymptomatic Carotid Surgery Trial.

A subsequent trial, Carotid Angioplasty and Stenting Versus Endarterectomy in
Asymptomatic Subjects who are at Standard Risk for Carotid Endarterectomy with Sig-
nificant Extracranial Carotid Stenotic Disease (ACT-1), was completed in 2013 to assess
for stroke, MI, and death specifically in asymptomatic patients with severe carotid artery
stenosis undergoing CEA or CAS. Enrolled patients had severe stenosis, with an average of
73% stenosis in both CEA and CAS groups [19]. The trial lasted for 8 years and enrolled
1453 patients from 62 institutions across the U.S [6,19]. Although it was stopped early be-
cause of slow enrollment, ACT-1 demonstrated insignificantly different rates of stroke and
death at 30 days between CEA and CAS (1.7% versus 2.9%, respectively, p = 0.33), as well
as similar 5-year stroke freedom rates of 97.4% and 93.1%, respectively (p = 0.44) [20,21].
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The Second Asymptomatic Carotid Surgery Trial (ACST-2) was completed in 2020,
with an objective of comparing CEA and CAS in asymptomatic patients with carotid
stenosis of 60% or greater. In total, 3625 patients were enrolled, with 1814 undergoing CEA
and 1811 undergoing CAS [22]. It demonstrated similar rates of periprocedural disabling
stroke and death in CEA and CAS (1%). Additionally, the rate of nondisabling stroke was
similar at 2%, with five-year stroke estimates insignificantly different at 4.5% in CEA and
5.3% in CAS (p = 0.33) [22].

The heretofore completed trials demonstrate safety and efficacy of both CEA and CAS
in treating asymptomatic carotid artery stenosis. There are, however, major differences
in implications of the two procedures, and therefore the guidelines to choose one over
the other are poorly defined. Fortunately, certain subgroups have already been shown to
benefit in asymmetric fashion from CEA versus CAS (Table 2). For example, in CREST, older
patients had better outcomes after CEA suggesting that older patients should generally be
counseled toward CEA [18,23].

Table 2. Individual patient factors favoring CEA versus CAS.

Factor CEA CAS

Low medication compliance X

Age > 70 years X

Intraplaque hemorrhage X

Female X

High cervical location X

Cardiac disease X

Renal disease X

Contralateral carotid occlusion X
CEA, carotid endarterectomy; CAS, carotid artery stenting; X denotes favor to the respective intervention.

Comorbid conditions may also significantly influence the decision between CEA and
CAS. MI was found to occur with greater frequency in patients undergoing CEA, meaning
that patients with significant cardiac history may incur greater risk for cardiac complications
with CEA as compared with CAS [18]. Renal disease, which is commonly encountered in
this patient population, may also influence the decision to pursue CAS, which includes
a significantly greater contrast burden intra-procedurally, something that patients with
significant kidney dysfunction may not tolerate. Other factors to be considered include
the need for strict medication compliance postoperatively. As is the case for most stenting
procedures, dual antiplatelet therapy is mandated in the immediate post-CAS period
to prevent against thromboembolic complications. Patients who have a history of poor
medication compliance or who have barriers to obtaining daily medications may therefore
be better candidates for CEA in order to avoid the need for strict dual antiplatelet therapy.

Individual patient anatomy is also an important consideration. For example, in
patients with diseased carotid segments located superiorly near the angle of the mandible,
CEA is at times impractical whereas CAS is unencumbered by the surrounding structures.
Another structural consideration is that of the stenosis itself. Intraplaque hemorrhage,
which is now readily identifiable on noninvasive imaging [24], is itself a risk factor for acute
stroke [25]. Because of its unstable characteristics, the presence of intraplaque hemorrhage
increases risk for causing embolic complications during manipulation by a guidewire or
balloon as it is passed through the stenotic segment. Meta-analyses have demonstrated
greater rates of perioperative MI, stroke, and death in patients who undergo CAS in the
presence of intraplaque hemorrhage [26].



J. Pers. Med. 2022, 12, 882 5 of 7

5. Discussion

The treatment of carotid stenosis poses significant questions, particularly regarding
the timing and modality of treatment. CEA has traditionally been the most efficacious
method of treatment for carotid stenosis, but with the expanding utility of dual antiplatelet
therapy and increasingly positive outcomes after CAS, this standard must be appropriately
scrutinized. This issue is particularly crucial when treating cases of asymptomatic carotid
stenosis, as the benefit of preventing strokes is significant but the consequences of adverse
events in an asymptomatic patient are severe.

In the aforementioned randomized controlled trials, CEA and CAS have generally
been found to have similar rates of stroke prevention and complications, but subgroup
analyses demonstrate areas of asymmetry in outcomes [18,20,22,27]. For example, CEA was
favored in patients over the age of 70 years, patients with renal disease or with intraplaque
hemorrhage, and those with lesser medication compliance, whereas CAS was favored
in patients with high cervical location of disease, and patients with cardiac conditions.
Additionally, females were subject to a higher rate of stroke and death after CAS, favoring
CEA instead [28]. In both CAS and CEA, it is crucial for the practitioner to consider his or
her own experience when guiding patients through the process of choosing an intervention.

Although the extant trials have provided evidence of safety and efficacy for both
CEA and CAS, further studies are still required to elucidate the nuances of indications for
each. The Carotid Revascularization and Medical Management for Asymptomatic Carotid
Stenosis Trial (CREST-2) is currently underway; it consists of two separate comparisons:
(1) carotid endarterectomy versus best medical therapy, and (2) carotid artery stenting
versus best medical therapy in patients with high-grade asymptomatic carotid stenosis [29].
Other factors being actively scrutinized include characteristics of the stenosis itself, such as
the presence of intraplaque hemorrhage, plaque calcification, and plaque instability, all of
which may portend a greater chance for future strokes [30]. To identify these factors, newer
screening methods have been increasingly used and studied. For example, >2 microemboli
per hour identified on transcranial Doppler with microemboli detection in patients with
asymptomatic carotid stenosis has been associated with significantly greater risk for strokes
compared with similar patients without identified microemboli [31]. Standard duplex
ultrasonography has also been used to assess for plaque echolucency, which has been
associated with a greater chance for strokes [32–34]. These factors may eventually guide
decision making to an even greater extent than the presently considered characteristics
such as percent stenosis when determining the need for treatment of carotid stenosis.

6. Conclusions

With a robust body of literature examining the safety and efficacy of CEA and CAS,
it is generally well established that these two procedures are safe and beneficial for the
treatment of carotid artery stenosis. Nevertheless, the patient population in need of these
treatments is extremely diverse, and the decision to undertake an endovascular versus
open procedure is a difficult one for both patients and practitioners. Factors that can aid
in this crucial decision include patient age, vessel and plaque morphology, medication
compliance, and practitioner experience. As the techniques and technological aspects of
the treatment of carotid artery stenosis continue to evolve, so too will the factors that help
determine the ideal treatment for each individual patient.

Author Contributions: Conceptualization, M.T.B. and P.T.; investigation, M.T.B.; data curation,
M.T.B.; writing—original draft preparation, M.T.B.; writing—review and editing, M.T.B., R.G., C.J.K.
and P.T.; supervision, P.T. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.



J. Pers. Med. 2022, 12, 882 6 of 7

Acknowledgments: We thank Kristin Kraus, for editorial assistance.

Conflicts of Interest: R.G. is a consultant for Balt Neurovascular, Cerenovus, Integra, and Medtronic
Neurovascular. C.J.K. is a consultant for Medtronic Neurovascular. P.T. is a consultant for Avail
Medsystems, Johnson & Johnson, Medtronic, and Stryker Neurovascular. M.B. declares no conflict
of interest.

References
1. Perkins, W.J.; Lanzino, G.; Brott, T.G. Carotid stenting vs endarterectomy: New results in perspective. Mayo Clin. Proc.

2010, 85, 1101–1108. [CrossRef] [PubMed]
2. Foulkes, M.A.; Wolf, P.A.; Price, T.R.; Mohr, J.P.; Hier, D.B. The Stroke Data Bank: Design, methods, and baseline characteristics.

Stroke 1988, 19, 547–554. [CrossRef] [PubMed]
3. Bogousslavsky, J.; Van Melle, G.; Regli, F. The Lausanne Stroke Registry: Analysis of 1000 consecutive patients with first stroke.

Stroke 1988, 19, 1083–1092. [CrossRef] [PubMed]
4. Petty, G.W.; Brown, R.D.; Whisnant, J.P.; Sicks, J.D.; O’Fallon, W.M.; Wiebers, D.O. Ischemic stroke subtypes. Stroke

1999, 30, 2513–2516. [CrossRef]
5. North American Symptomatic Carotid Endarterectomy Trial Collaborators. Beneficial effect of carotid endarterectomy in

symptomatic patients with high-grade carotid stenosis. N. Engl. J. Med. 1991, 325, 445–453. [CrossRef]
6. Rubin, M.N.; Barrett, K.M.; Brott, T.G.; Meschia, J.F. Asymptomatic carotid stenosis: What we can learn from the next generation

of randomized clinical trials. JRSM Cardiovasc. Dis. 2014, 3, 2048004014529419. [CrossRef]
7. Eastcott, H.H.G.; Pickering, G.W.; Rob, C.G. Reconstruction of internal carotid artery in a patient with intermittent attacks of

hemiplegia. Lancet 1954, 264, 994–996. [CrossRef]
8. Walker, M.D.; Marler, J.R.; Goldstein, M.; Grady, P.A.; Toole, J.F.; Baker, W.H.; Castaldo, J.E.; Chambless, L.E.; Moore, W.S.;

Robertson, J.T.; et al. Endarterectomy for asymptomatic carotid artery stenosis. JAMA 1995, 273, 1421–1428. [CrossRef]
9. MRC Asymptomatic Carotid Surgery Trial (ACST) Collaborative Group. Prevention of disabling and fatal strokes by successful

carotid endarterectomy in patients without recent neurological symptoms: Randomised controlled trial. Lancet 2004, 363,
1491–1502. [CrossRef]

10. Castriota, F.; Liso, A.; Biamino, G.; Cremonesi, A. Technical evolution of carotid stents. Intervent. Cardiol. Rev. 2008, 3, 74.
[CrossRef]

11. Theron, J.; Courtheoux, P.; Alachkar, F.; Bouvard, G.; Maiza, D. New triple coaxial catheter system for carotid angioplasty with
cerebral protection. AJNR Am. J. Neuroradiol. 1990, 11, 869–874. [PubMed]

12. Eller, J.L.; Dumont, T.M.; Sorkin, G.C.; Mokin, M.; Levy, E.I.; Snyder, K.V.; Hopkins, L.N.; Siddiqui, A.H. Endovascular advances
for extracranial carotid stenosis. Neurosurgery 2014, 74, S92–S101. [CrossRef] [PubMed]

13. Theron, J.G.; Payelle, G.G.; Coskun, O.; Huet, H.F.; Guimaraens, L. Carotid artery stenosis: Treatment with protected balloon
angioplasty and stent placement. Radiology 1996, 201, 627–636. [CrossRef] [PubMed]

14. Smout, J.; Macdonald, S.; Weir, G.; Stansby, G. Carotid artery stenting: Relationship between experience and complication rate.
Int. J. Stroke 2010, 5, 477–482. [CrossRef] [PubMed]

15. Verzini, F.; De Rango, P.; Parlani, G.; Panuccio, G.; Cao, P. Carotid artery stenting: Technical issues and role of operators’
experience. Perspect. Vasc. Surg. Endovasc. Ther. 2008, 20, 247–257. [CrossRef] [PubMed]

16. Ahmadi, R.; Willfort, A.; Lang, W.; Schillinger, M.; Alt, E.; Gschwandtner, M.E.; Haumer, M.; Maca, T.; Ehringer, H.; Minar, E.
Carotid artery stenting: Effect of learning curve and intermediate-term morphological outcome. J. Endovasc. Ther. 2001, 8, 539–546.
[CrossRef] [PubMed]

17. Wholey, M.H.; Al-Mubarek, N.; Wholey, M.H. Updated review of the Global Carotid Artery Stent Registry. Catheter. Cardiovasc.
Interv. 2003, 60, 259–266. [CrossRef]

18. Mantese, V.A.; Timaran, C.H.; Chiu, D.; Begg, R.J.; Brott, T.G. The Carotid Revascularization Endarterectomy versus Stenting Trial
(CREST)–stenting versus carotid endarterectomy for carotid disease. Stroke 2010, 41, S31–S34. [CrossRef]

19. Abbott Medical Devices. Carotid Angioplasty and Stenting Versus Endarterectomy in Asymptomatic Subjects Who Are at
Standard Risk for Carotid Endarterectomy With Significant Extracranial Carotid Stenotic Disease (ACT I). 2017. Available online:
https://clinicaltrials.gov/ct2/show/NCT00106938 (accessed on 3 January 2022).

20. Salem, M.M.; Alturki, A.Y.; Fusco, M.R.; Thomas, A.J.; Carter, B.S.; Chen, C.C.; Kasper, E.M. Carotid artery stenting vs. carotid
endarterectomy in the management of carotid artery stenosis: Lessons learned from randomized controlled trials. Surg. Neurol.
Int. 2018, 9, 85. [CrossRef]

21. Rosenfield, K.; Matsumura, J.S.; Chaturvedi, S.; Riles, T.; Ansel, G.M.; Metzger, D.C.; Wechsler, L.; Jaff, M.R.; Gray, W. Randomized
trial of stent versus surgery for asymptomatic carotid stenosis. N. Engl. J. Med. 2016, 374, 1011–1020. [CrossRef]

22. Halliday, A.; Bulbulia, R.; Bonati, L.H.; Chester, J.; Cradduck-Bamford, A.; Peto, R.; Pan, H.; Halliday, A.; Bulbulia, R.;
Bonati, L.H.; et al. Second Asymptomatic Carotid Surgery Trial (ACST-2): A randomised comparison of carotid artery stenting
versus carotid endarterectomy. Lancet 2021, 398, 1065–1073. [CrossRef]

http://doi.org/10.4065/mcp.2010.0588
http://www.ncbi.nlm.nih.gov/pubmed/21123637
http://doi.org/10.1161/01.STR.19.5.547
http://www.ncbi.nlm.nih.gov/pubmed/3363586
http://doi.org/10.1161/01.STR.19.9.1083
http://www.ncbi.nlm.nih.gov/pubmed/3413804
http://doi.org/10.1161/01.STR.30.12.2513
http://doi.org/10.1056/NEJM199108153250701
http://doi.org/10.1177/2048004014529419
http://doi.org/10.1016/S0140-6736(54)90544-9
http://doi.org/10.1001/jama.1995.03520420037035
http://doi.org/10.1016/S0140-6736(04)16146-1
http://doi.org/10.15420/icr.2008.3.1.74
http://www.ncbi.nlm.nih.gov/pubmed/2145730
http://doi.org/10.1227/NEU.0000000000000223
http://www.ncbi.nlm.nih.gov/pubmed/24402498
http://doi.org/10.1148/radiology.201.3.8939208
http://www.ncbi.nlm.nih.gov/pubmed/8939208
http://doi.org/10.1111/j.1747-4949.2010.00486.x
http://www.ncbi.nlm.nih.gov/pubmed/21050404
http://doi.org/10.1177/1531003508323733
http://www.ncbi.nlm.nih.gov/pubmed/18930932
http://doi.org/10.1177/152660280100800601
http://www.ncbi.nlm.nih.gov/pubmed/11797965
http://doi.org/10.1002/ccd.10645
http://doi.org/10.1161/STROKEAHA.110.595330
https://clinicaltrials.gov/ct2/show/NCT00106938
http://doi.org/10.4103/sni.sni_400_17
http://doi.org/10.1056/NEJMoa1515706
http://doi.org/10.1016/S0140-6736(21)01910-3


J. Pers. Med. 2022, 12, 882 7 of 7

23. Texakalidis, P.; Chaitidis, N.; Giannopoulos, S.; Giannopoulos, S.; Machinis, T.; Jabbour, P.; Rivet, D.; Reavey-Cantwell, J.;
Rangel-Castilla, L. Carotid revascularization in older adults: A systematic review and meta-analysis. World Neurosurg.
2019, 126, 656–663.e1. [CrossRef] [PubMed]

24. Bitar, R.; Moody, A.R.; Leung, G.; Symons, S.; Crisp, S.; Butany, J.; Rowsell, C.; Kiss, A.; Nelson, A.; Maggisano, R. In vivo 3D
high-spatial-resolution MR imaging of intraplaque hemorrhage. Radiology 2008, 249, 259–267. [CrossRef] [PubMed]

25. Saam, T.; Hetterich, H.; Hoffmann, V.; Yuan, C.; Dichgans, M.; Poppert, H.; Koeppel, T.; Hoffmann, U.; Reiser, M.F.; Bamberg, F.
Meta-analysis and systematic review of the predictive value of carotid plaque hemorrhage on cerebrovascular events by magnetic
resonance imaging. J. Am. Coll. Cardiol. 2013, 62, 1081–1091. [CrossRef]

26. Brinjikji, W.; Lehman, V.T.; Huston, J.; Murad, M.H.; Lanzino, G.; Cloft, H.J.; Kallmes, D.F. The association between carotid
intraplaque hemorrhage and outcomes of carotid stenting: A systematic review and meta-analysis. J. Neurointerv. Surg.
2017, 9, 837–842. [CrossRef]

27. Noiphithak, R.; Liengudom, A. Recent update on carotid endarterectomy versus carotid artery stenting. Cerebrovasc. Dis.
2017, 43, 68–75. [CrossRef]

28. Dansey, K.D.; Pothof, A.B.; Zettervall, S.L.; Swerdlow, N.J.; Liang, P.; Schneider, J.R.; Nolan, B.W.; Schermerhorn, M.L. Clinical
impact of sex on carotid revascularization. J. Vasc. Surg. 2020, 71, 1587–1594.e2. [CrossRef]

29. Howard, V.J.; Meschia, J.F.; Lal, B.K.; Turan, T.N.; Roubin, G.S.; Brown, R.D.; Voeks, J.H.; Barrett, K.M.; Demaerschalk, B.M.;
Huston, J.; et al. Carotid revascularization and medical management for asymptomatic carotid stenosis: Protocol of the CREST-2
clinical trials. Int. J. Stroke 2017, 12, 770–778. [CrossRef]

30. Paraskevas, K.I.; Veith, F.J.; Spence, J.D. How to identify which patients with asymptomatic carotid stenosis could benefit from
endarterectomy or stenting. Stroke Vasc. Neurol. 2018, 3, 92–100. [CrossRef]

31. Spence, J.D.; Tamayo, A.; Lownie, S.P.; Ng, W.P.; Ferguson, G.G. Absence of microemboli on transcranial Doppler identifies
low-risk patients with asymptomatic carotid stenosis. Stroke 2005, 36, 2373–2378. [CrossRef]

32. Polak, J.F.; Shemanski, L.; O’Leary, D.H.; Lefkowitz, D.; Price, T.R.; Savage, P.J.; Brant, W.E.; Reid, C. Hypoechoic plaque at US of
the carotid artery: An independent risk factor for incident stroke in adults aged 65 years or older. cardiovascular health study.
Radiology 1998, 208, 649–654. [CrossRef] [PubMed]

33. Mathiesen, E.B.; Bønaa, K.H.; Joakimsen, O. Echolucent plaques are associated with high risk of ischemic cerebrovascular events
in carotid stenosis. Circulation 2001, 103, 2171–2175. [CrossRef] [PubMed]

34. Topakian, R.; King, A.; Kwon, S.U.; Schaafsma, A.; Shipley, M.; Markus, H.S.; ACES Investigratos. Ultrasonic plaque echolucency
and emboli signals predict stroke in asymptomatic carotid stenosis. Neurology 2011, 77, 751–758. [CrossRef] [PubMed]

http://doi.org/10.1016/j.wneu.2019.02.030
http://www.ncbi.nlm.nih.gov/pubmed/30797928
http://doi.org/10.1148/radiol.2491071517
http://www.ncbi.nlm.nih.gov/pubmed/18796681
http://doi.org/10.1016/j.jacc.2013.06.015
http://doi.org/10.1136/neurintsurg-2016-012593
http://doi.org/10.1159/000453282
http://doi.org/10.1016/j.jvs.2019.07.088
http://doi.org/10.1177/1747493017706238
http://doi.org/10.1136/svn-2017-000129
http://doi.org/10.1161/01.STR.0000185922.49809.46
http://doi.org/10.1148/radiology.208.3.9722841
http://www.ncbi.nlm.nih.gov/pubmed/9722841
http://doi.org/10.1161/01.CIR.103.17.2171
http://www.ncbi.nlm.nih.gov/pubmed/11331258
http://doi.org/10.1212/WNL.0b013e31822b00a6
http://www.ncbi.nlm.nih.gov/pubmed/21849657

	Introduction 
	Carotid Endarterectomy 
	Carotid Artery Stenting 
	CEA versus CAS: A Direct Comparaisons 
	Discussion 
	Conclusions 
	References

