
ASPIRE Junior: Vascular and Neurology 

- Not much to do w/ neurology other than carotid endarterectomy 
- Stroke 4th biggest killer in UK 
- 2/3 leave hospital w/disability 
- 152000 stokes in UK each year 
- 1.2 million living w/after effects of stroke 
- Cost £26 million /year 
- 85% ischaemic – 30% cardiac embolism; 20% carotid disease 
- 13% haemorrhagic 

Circle of Willis 

 

Stroke – FAST (Face Arms Speech Time) 



 

 

Counsel to stop smoking, take antiplatelets, etc 

Atherosclerosis @ bifurcations d/t turbulence, wall stresses, etc 

 

Amaurosis fugax – curtain over one eye 



TIA – transient 

CVA – True stroke 

 

 



 

 

Risk v Benefit for surgical intervention 

- Won’t fix current symptoms 
- Shown to decrease risk of stroke long term (50% decrease in subsequent stroke @ 1 r) 
- Time critical – highest risk of stroke in immediate time period – 8% have CVA in 1 wk, 12% in 

1 mth 
- Intervene w/in 14 days 
- Efficacy reduces with increased time 
- Risks – stroke 1-2%, nerve injury 2%, return to theatre 5% 

Carotid Endarterectomy 

- Very vascular area, which heals quickly w/low infection rate 
- Dissect on anterior aspect of sternomastoid 



- Vagus nerve runs posteriorly between ICA and ECA 
- Clamp above and below bifurcation 
- Open vessel (arteriotomy), then insert shunt – need  good view of a clear and clean ICA b4 

inserting – shunting doesn’t always have to be done – under local, can be done w/out but 
need anaesthesiologist who can monitor for cerebral ischemia. 

- Make sure no atheroma left, especially on back wall – tack the intimal layer to the back wall 
to prevent dissection 

- Patch – bovine pericardium or vein 
- Likely to be turned down d/t prior  surgery or radical neck  dissection – consider stent 

Complications 

- Hypoglossal nerve damage – “crooked tongue” – tongue points away from injury – usually 
nerve bruising, which will recover w/time 

Carotid stenting 

- Select units around UK – not common 
- Pass guidewire through plaque, place embolic protection filter to decrease chance of stroke, 

balloon angioplasty, stent placement 
- Needs careful patient selection 

 

 

What is the evidence for intervention? 



 

 

 

BRUIT DOES NOT CORRELATE WITH SEVERITY OF OBSTRUCTION 



 

 

 



 

 

Carotid duplex used in the majority of cases, however is operator dependent, and may produce 
differing diagnoses – may need cross-sectional imaging – contrast enhanced MRA, CT carotid 
angiogram, Diagnostic angiogram (has a risk of stroke/death 1.5%) – ALL REQUIRE CONTRAST – 
angiogram is invasive 



 

 

 



 

 



 

 

Asymptomatic carotid intervention – 41 studies – NO association with stenosis % and stroke risk 



 

 



 

 

 



 

 



 

 

Ulcerated an echolucent plaques are more risky 



 

 

 


