
STROKE AND CAROTID DISEASE 

In Australia each year 40,000 people experience a stroke. Of those, a third die and a 

third suffer major disability costing the community $1.67 billion per annum. This inci-

dence increases with age which will make the disease even more common as our 

population ages. There are a number of causes for ischaemic stroke but it is esti-

mated that Carotid artery disease makes up 10-25% of these. 

 

All patients with a stenosis more than 50% should be on aspirin and a statin. Patients 

who are symptomatic on aspirin or have disease in other vascular beds should also 

be on Clopidogrel. Several randomized trials have demonstrated that carotid en-

darterectomy (CEA) reduces the risk of stroke in significant stenosis of both sympto-

matic and asymptomatic patients.  

 

Duplex ultrasound is the first line investigation for carotid stenosis. It is non-invasive, 

reliable and often sufficient to make the diagnosis and decide management. Sec-

ond line investigation such as CT, MRI or conventional angiogram give additional 

information about degree of stenosis, calcification, aortic arch and Circle of Willis so 

as to further plan best treatment. 

 

It is now recognized that carotid revascularization performed within 2 weeks of a TIA 

will reduce twice the number of strokes than if performed within 2-4 weeks. This 

benefit is even greater for women than men and signifies that a TIA is a “warning 

sign” that a significant stroke is on the way and needs prompt prevention. 

 

There has been much debate over the best method of carotid revascularization; 

CEA or carotid angioplasty and stent (CAS). CEA is an excellent operation with resul-

tant stroke rates of 2% in most major centers and therefore difficult to improve upon. 

CAS on the other hand has experienced a learning curve and suffered from a higher 

stroke rate under direct comparison usually as a result of inexperienced stenters be-

ing compared to experienced surgeons. 

 

Recently it has become apparent that the preferred method needs to be tailored to 

each individual patient. The patient’s co-morbidities, lesion characteristics, vascular 

anatomy and previous surgery all must be taken into account. It follows then as es-

sential that a practitioner must perform both procedures in order to make an unbi-

ased decision about what is truly in the best interest of their patient. 
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Dr Varcoe is a surgeon with a passion for mini-

mally invasive vascular procedures. In particu-

lar thoracic aortic aneurysms and dissections. 

He trained as an endovascular surgeon and 

completed a fellowship at St Marys and St 

Georges Hospitals in London. During that time 

visited leading centres all over Europe to 

hone the skills needed for treating these com-

plex diseases.  

 

He has appointments at Kareena Private Hos-

pital, Prince of Wales Public and Private Hospi-

tals as well as the Eastern Heart Clinic. 

 

He is a Senior Lecturer at the University of New 

South Wales, surgical supervisor at POWH, 

member of the International Society on 

Thrombosis and Haemostasis and widely pub-

lished in several international journals of note. 
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B. An internal carotid artery with a 

critical stenosis and  

C. Angiogram of a carotid artery 

after stenting 


