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Abstract : Sroke, one of the leading causes of disability and a major cause of |oss of vocational ability, remains
amajor health problem. Large vessel disease accounts for about 30%-40% of all strokes. Atherosclerosisisthe
most common cause of extracranial cerebral arterial stenosisand carotid artery stenosis accountsfor 20%-30%
of ischaemic strokes. Sudies show that carotid endarterectomy and carotid angioplasty and stenting can decrase

the risk of stroke.

INTRODUCTION

Stroke continuesto remain amajor health problem. IntheWest, itis
the third most common cause of desth after heart disease and all
cancers. It isalso one of the leading causes of disability and amajor
cause of loss of vocationa ability. Each year, more than 600,000
ment. The average annua incidence of stroke in Japan is 3.94 for
malesand 2.52 for femal es per 1000 popul ation, with cases of cerebral
infarction outnumbering those of cerebral haemorrhage?. Fourteen
per cent of people who have a stroke or transient ischaemic attach
(TIA) will have another within ayear. Approximately 30% of stroke
survivorsrequireassistancefor the activities of daily living and about
70% haveimpaired vocational ability. Large vessel disease accounts
for about 30%-40% of al strokes. Carotid artery (CA) stenosis,
particularly involving the CA bifurcation region, alone accounts for
20%-30% of ischaemic strokes*®. Inthisgroup of patients, thedisease

can be modified and the risk of stroke minimized by intervention.

CAROTID ENDARERECTOMY

Thebenefit of carotid endarterectomy (CE) for theprevention of srokein
patients with extracranid CA stenosis has been well established in
randomized trials. The landmark studies of the North American
Symptomatic Carotid Endarterectomy Trial (NASCET) and the
Asymptomatic Carotid Atherosclerosis Study (ACAS), have proved
that CE is beneficid in reducing the risk of stroke for symptomatic and
asymptomatic patiens with significant CA stenosis*®. For patients with
recently symptomatic CA stenosi's, the NASRT® demondrated theefficacy
of CE in preventing stroke in patients with 70%. 99% angiographic
stenosiswith a2 year absol uterisk reduction of 17%. Inthosewith 50%-
69% stenosis, therewas amodest benefit with an absol ute risk reduction
of 6.5% a 5 years'®. In the moderate category, only certain subgroups of
patients experienced benefit, such as men and patientswith hemispheric
ischaemia. There was no demonstrable benefit of CE in patients with
<50% stenosis®. Asymptomatic patients with extracranid CA stenosis
have alower risk of developing astroke.

TheACAS' evauated patients with > 60% stenoss. The 5-year natura
history risk of ipsilatera strokewasshownto be 11% (annud rate2.2%).
CE reduced the 5 year risk of stroke to 5.1% (annud rate 1.0%). This
benefit was achieved with a perioperative risk of stroke and desth of
2.3%. For asymptomatic CA lesions, men lead a 66% reduction in the
incidenceof srokeover 5years, whereasfor women, therewasareduction
of only 17%. Thethreshold of perioperative mortaity and morbidity for
achieving benefit either by surgical or interventional methods in
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symptométic patients is goproximately 6% and that for asymptomatic
patients is 3%.

There is controversy regarding the risk of CA surgery in day to day
practice, which may not bereflected in the highly selected population of
patientsand surgeonsrepresented by randomized trids. Wennberg et d ™
andyzed the mortdity results for dl Medicare patients (n=113,300)
undergoing CE during the same period that the NASCET was being
conducted (Table-1). They found that the 30-day mortdity rate (1.75%)
in the Medicare population was three times higher than that reported in
randomizedtrids(0.6%0). The30 day mortdity ratefor Medicare patients
a the trid hospita's was 1.44% compared with 0.6% reported in the
NASCET study. The perioperative mortality in the non-trid hospitals
was1.77%. Giventhehigher mortdity resultsintheMedicarepopulation,
whic represents the mgjority of patients undergoing CA surgery, the
authors argue that the results of CA surgery in highly sdlected patients
and performed by highly selected surgeons are not representetive of

everyday practice.
CAROTID ANGIOPLASTY AND STENTING

Early studies on carotid angioplasty and stenting (CAS) have shown
promising results and CAS is emerging as a popular aterndtive to
endarterectomy for the tratment of stenotic diseases of the CA.
Endovascular genting of the CA providesan dterndtivetherapeuticoption
for patients with atherosclerotic CA stenod's, but poses a high surgical
risk because of significant coexigting morbidity. It can dso be offered to
thosewith surgicaly inaccessibleor tandem CA lesions, contralaterad CA
occlusion and post-endarterectomy restenosis. Non-atherosclerotic
occlusive diseese of the CA due to radiation therapy, fibromuscular
dysplasia, spontaneous or traumetic initimal dissection of the cervica
andintracranid CA candso betrested effectively usng CAS.

Therearemany non-randomized CAScaseseries, whichinvolvesevera
hundred patients. At present, a larger overview of the performance of
CAScan beobtained from arecent globa survey of interventionists. In
thismulticentresurvey with self-reported data, 5210 vessdl swere stented
(Tebles-1and 2). Theoverdl rate of stroke and desth was5.07% and the
rate of mgor sroke was 1.5%. The authors found a higher compliction
ratein symptomeatic patiens, with astrokeand degth rate of 5.8% compared
with 3.4% in asymptomatic patients. If these figures reflect the
performance capability of CASintherea world, then CASwould seem
a viable dternative to CE. However, it should be stressed that for
asymptométic patients any procedure thet carries a stroke risk >3% is
likely to be worse than medicd treetment done. For this reason, we
would at present recommend avoidance of interventionin asymptomeatic

patients.
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Table- 1 Resultsof carotid stenting : 30 day
complications

Study Arteries Success Alldroke  Mgor  Degth
(n) rae(%) death stoke (%)
(%) rate(%)
Wholey et > 5210 B4 507 215 079
Yadav® o) 100 40 0 0
Hussainet a®* 9% °°] 1 0 0
Bergeroneta® 99 NA 1 0 0
Guptaet al*® 100 100 5 1 0
Meriolet 2% 100 0 0 0

CAROTID ENDARTERECTOMY VERSUS
CAROTID ANGIOPLASTY AND STENTING

Theresultsof afew dinical tridscomparing CEand CASareavailable.
These are the Carotid and Vertebrd Artery Trandumina Angioplasty
Sudy (CAVATAS)® and Stent and Angioplasty Protection in Petientsat
High Risk of Endarterectomy (SAPPHIRE)™.

Inthe CAVATASrid, 504 patientswith proximal internd carotid artery
(ICA) aherosclerosis were randomly assigned to trestment with either
CE or caratid angioplasty. Stenting was not mandatory and sentswere
usedin only 26% of the patients. A vast mgjority of the patients (96.5%)
weresymptomaticand had severestenosis(mean : 86.5% by thecommon
carotidmethod). Thepatientshad agreater prevaenceof basdinecoronary
artery disease (36%) than the European Carotid Surgery Trid Population
(24%0)%,

Therewasno differenceat dl inthe occurrence of periprocedurd stroke
or death between the CE (9.9%) and the angioplasty (9.9%) groups. In
terms of mgor stroke and degth rate, again there was no significant
different, therates being 6.4% in the angioplasty group and 5.9% in the
CE cohort. It isworth noting that the complications rates reached such
highlevelsin both the CE (10%) and the angioplasty (9.9%6) groupsthat
itislikely nobenefit would havebeen conferred beyond medical trestment
dore

With regard to other minor complications, some of theinherent benefits
of angioplasty were borne out. Because there is no need for a neck
incision, therewasalower incidenceof cranid nervepasies(noneinthe
angioplasty group, 8.7%inthe CE group) and would haematomas (1.2%
in the angioplasty group, 6.7% in the CE group). With regard to cranid
nerve pasies, many surgica series have shown that in the mgjority of
ingtances, cranid nervedysfunction after CEistransient. IntheNASCET,
for example, only 10 of 122 cranid nerve palsies(8%) weremoderatein
severity, whichwasdefined asrequiring adeay in discharge, reedmission,
or theabsenceof recovery®. The SAPPHIRE randomized trid compared
CE with carotid stenting using embolic protection devices®. This study
randomized high+isk patientsto CE or carotid stenting using the PRECISE
stent and the Angioguard emboalic protection filter (both from Cordis,
Maiami Lakes, FL). In thissmal study there were fewer eventsin the
stent arm as compared with the CE arm. The composite end point of
desth, strokeand M1 at 30 daysfell from 12.6% in the CE arm t0 5.8%
in the stent arm (p=0.047). Each individua end-point wasin favour of
stenting. The benefit of stenting was seen in both symptomatic and
asymptomatic patiens. Theincidenceof crania nerveinjury was5.3%in
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the CE arm and nonein the stent arm (p<0.01).

SAFETY AND EFFICACY COMPARISON

A randomized dinicd tria, the Carotid Revascul arization Endarterectomy
Versus Sent Trid (CREST)?* has sandardized definitions of outcome
eventsand re-gtenosis, and will help to determine the safety and efficacy
of genting in a controlled fashion. Though it is relaively difficult to
compare CA genting with endarterectomy without a randomized trid,
someearly comparisonscan bemade. If al causesof desthwithina30day
period of CAS are included, the stroke and deeth rate for carotid stent
placement is 6.29%. Hence, the risk of carotid stent placement isat par
with the American Heart Association’s (AHA) guiddinesfor CE : <6%
for patients with TIA and <7% for patients with symptomatic stroke®.
Sdfety and Efficacy of Endovascular Trestment of CarotidArtery Stenosi's
versus Carotid Endarterectomy was compared in arecent review?®, Five
tridsinvolving 1269 patientswereincluded. No significant differencein
the mgjor risks of treatment (trestment related desth or any stroke) was
found at 30 days and 1 year while minor complication rates favoured

endovascular trestment.

RESTENOSIS AFTER REVASCULARISATION

The incidence of recurrent carotid stenosis after CAS is important in
judging thebenefitsof CAS apart from the periprocedural complications.
Inasysematicreview of theliterature, thecumulativeincidenceof recurrent
stenosis (for 50% stenosis) after CEA was about 10% in thefirst year®.
Similarly, an early restenosisrate of 7.6% to 11.4% was found within 18
months of CEA inthe ACAS™.

Muchlower retenosisratesfor >50% after CAS (2.70% after 12 months,
2.60% after 24 months, and 2.40% after 36 months) havebeenreportedin
the largest multicenter survey to date. In ancther recently published
review on early recurrent stenosis after CAS?, it was found thet, the
cumulativerestenossratesafter 1 and 2 yearswere6% and 7.5%inthose
studies, which used alower restenosisthreshold >50%to 70% and 4%in
thefirst 2 yearsafter CASin those studies, which used alower restenosis
thereshold > 70% to 80%.

To date, the Carotid and Vertebtral Artery Trandumina Angioplasty
Sudy (CAVATAS)® is the only published prospective multicenter tria
thet directly compared early carotid restenodis rates after endovascular
versus surgicd trestment. However, in CAVATAS mogt patients were
treated with angioplasty aone without use of stent, so that these results
do not reflect the risk of recurrent genogis after CAS. Thusthe available
literature showsacomparableor better early restenosisratesfor CASand

CEAZ,
CLINICAL AND COST COMPARISON OF
REVASCULARIZATION

Thecogt of trestment isanother factor of concernwhen different trestment
modalitiesarecompared. Inastudy, WilliamA. Gray et d% compared the
clinical outcome and cogt of trestment in 136 endarterectomies Vs 136
carotid stent procedures. The primary clinical outcome measureswerein
hospitd mgjoripsilaterd strokeand desth, whileprimary economicmessures
were in hospital direct variable costs and length of stay. These
nonrandomized groups were similar, but the endartectomy group had
more symptomatic patients (42% versus 31%; p=0.0004), and the stent
group had moreNASCET excluded patients(68% versus 35%; p<0.0001).
Inhospita mgjor ipsilatera stroke and desth occurred morefrequently in
thesurgica group, but thedifferencewasnot significant (2.9% vesus 0%;



132

p=0.1). Minoripsilatera strokeswerer similar. Cost (55409 versus$3417;

p<0.0001) and length of stay (3.0 versus 1.4 days, p<0.0001) were

sgnificantly grester for thesurgica group.

Cogt and resource utilization with stenting appear to be subgtantialy less

than those with endarterectomy. They dso found thet, a 2 years, carotid

stenting gopeared noreonly durablebut a so effectivein srokeprevention

with a zero percent 2 year ipdlaterd mgor stroke rate. Thus there is

enough evidencefor equivalent clinica efficacy of CAS compared with

CEA, achieved a alower cogt.

Therearenumerousdinicd Stuationsinwhichtheendovascular gpproach

of carotid stent placement could benefit patients by causing less risk,

traumaand discomfort. Theideal patientsfor endovascular ent placement
eclasscaly beenthefollowing:

*  Patients with an isolated, high ICA lesion near the angle of the
mandible, whichisinaccessiblefor surgery

*  Patients with post-radiation CA stenosis

*  Patients with post-endarterectomy recurrent CA stenosis

*  Patientswith contralateral CA occlusion and anincompletecircle
of illis

*  Patients with multiple medical problems

*  Petients with tandem lesions

*  Patients with non-atherosclerotic extracrania cerebrovascular
diseases such as fibromuscular dysplasia, Takayasu arteritis,

carotid dissection, etc.

Protocol for carotid stenting, Sir Ganga Ram Hospital

All patientsqudifying for the procedure undergo athorough neurological
history and examination before the procedure. Basdline investigations
include CBC, PT, aPTT, blood sugar, BUN, serum cregtinine, ECG and
chest X-ray. A basdline CT or MRI scan of the brain is obtained to
document any pre-exigting infarction and exclude other non-vascular
pathologiesthat may resemble TIA. The patient isstarted on ord aspirin
325mg/day and dopidogret 75 mg/day at |east 3 daysbeforethe procedure.
After the procedure, the patient ismaintained on ord aspirin a the same
doselifelong and on clopidogrel a the samedosefor 12 weeks.
Theprocedureisperformed under loca anaesthesia, and constioussedation
isused only if required. Theright femora gpproachispreferred anda7F
sheath is placed. A complete four vessdl cerebra DSA isperformedina
minimum of two planesto andysetheintracrania circulaionandformation
of thecirdleof Willis. A 7F guiding catheter isadvanced into thecommon
carotidartery (CCA) and thecather tipispositioned about 2.5 cm proximal
tothestenoss. A basdine activated dotting time (ACT) isperformed. A
bolusof heparin (70-90 unitgkg) isgivento achievean ACT 2-2.5times
the basdlineand / or 250-300 seconds. Prophylactic atropineisnot used;
however, asyringeloaded with atropineiskept attacked to thei.v. lineto
beinjected only if thepatient devel opsbradycardiaduring bdloon dilatation
or gent placemen.

The stenosis is crossed with a 0.014 inch guidewire under roadmap
imaging. Predilatationisperformed only if thestenosisisof ahigh grade.
Cerebra protection devicesare sddom used. A salf-expanding PRECISE
stent or carotid Wallstent isused. After deployment of the self-expanding
gent, it isdilated with a5 or 6 mm bdloon for lesions of the ICA. Sdlf-
expanding sentshavean dement of reboundto externa compressonand
can be szed to conform to both the ICA and CCA. Stents are usudly
overszed by 1-2 mm and if deployed within both the ICA and CCA,
they aresizedtothelarger vessd. Many stentsbeing devel oped are better
suited for carotid use; for example, the PRECI SE gtent (Cordis) hasab.5
F deployment system, if quite flexible and produces lessfriction during
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deployment, thus facilitating precison of placement. Heparin is not
given after placement of the stent and the effect of the heparin dready
givenisdlowed to disspate naturdly. Protamineis not used to reverse
theeffect. At theend of theprocedure, acompleteangiographiceva ugtion
is performed to ensure that there has not been any thromboembolism.
The femord shegth is removed when the ACT returns to the basdline
level. The patient is kept under close observation for the day and is
discharged the following day. Post procedure neurological evaluationis
performed and NIH stroke scdeis utilized a 24 hours, 1 month and 6
months. Fig.1 shows successful stenting of the origin of the ICA witha
SMART gent (Cordis).

Fig. showing results of CASin a 90% stenosed |eft cartotid artery before (A)and (B) Stenning

At Sir Ganga Ram Hospitd, between May, 1999 and December, 2004,
CASwasperformedin 96 symptomatic NASCET-indligiblepatients(eg.
thosewith multiplemedica problems, atherosclerctic diseasebeyondthe
bifurcation, recurrent carotid stenosis, post-radiation stenosis, tc.)?.
Twenty eight patients(29.1%) had completeocclusion of thecontralatera
ICA. Themeanlesionlength was 22+7.9 mm and mean percent stenosis
was 85+8.0% (reference diameter 5.8+0.3mm). Sdf expanding SMART
stents (Cordis), PRECISE monorail carotid stents (Cordis), carotid
Wallstents(Boston Scientific Inc) and Sinuscaratid stent (Optimed, Gmibh)
weredeployed (80% weredeployed without predilatation). Onanintention
totreat bas's, theoveral technica successratefor carotid angioplasty was
99%. One patient had minor stroke 8 hours after the completion of the
procedure, and an immediate CT scan of head performed suggested
hyperperfusion injury. There were no mgjor strokes. There was no
mortality. Six patients (6.2%) had an uneventful transent foca seizure
during balloon inflation, which reversed immediately following balloon
deflation. All these patients had complete occlusion of the opposite ICA.
Ten patients (10.4%) had transient bradycardia during balloon inflation,
whichdid not require pacing.

Follow-up consted of serid duplex ultrasonography and dinica assessment
in 76 patientsat amedian of 16 months. 2.6% of the patients (2 out of 76)
had TIA involving the same arterid territory in the 16 month median

follow up period?®.
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CEREBRAL PROTECTION DEVICES

There has been concern that balloon angioplasty in the proxima ICA
would send emboali intracranidly to the brain. Although emboli do occur
from carotid angioplasty, early case series suggested that emboli do not
invariably causedinicd srokeandinfact, theoccurrenceof post procedure
stroke was roughly comparable with the stroke rate seen after CE.
However, there has been arecent surge in the devel opment of cerebra
protection devicesthat trap the embolic particles during the procedure®.
Various devices have been used for thromboembolic protection during
stenting®2. Henry et d? report the results of CA stenting with cerebral
protection using Percusurge, aguidewiredevice, in48 high-risk patients
with 53 ICA stenoses. Their 30-day periprocedura risk has been minor
strokein 1 patient (2.08%) and desthin 1 (2.08%).

Thedrawback of occlusivedevicesisthat they causeprolonged occlusion
of the ICA till the procedure is complete. The average time caculated
from the beginning of the set-up to completeremova was 46 minutes”.
Patientswith anincompletecircleof Willisor inadequate collaterd flow
may not tolerate prolonged occlusion. Moreover, prolonged occlusion
cariesarisk of vasospasm, circumscribed dilatation at thestewherethe
protective baloon isinflated and perioperative CA occluson?’,
Recently, Kastrup et d® systematicdly reviewed single-center CAS
studies and concluded that protection devices appear to reduce
thromboemboliccomplicationsduring CAS. Thisreview induded avariety
of single-center studies from 1990 to 2002. The combined stroke and
desth rate within 30 dayswas 1.8%in CASwith protection and 5.5%in
CAS without protection.

Inanother study, Cremones et a* studied in hospital and 30 day adverse
events in 442 patients treated percuntaneoudy for CA disease with
emboalic protection devices. The percutaneous procedure was successful
in 440 patients (99.5%). There was no periprocedurd degth with any
emboalic protection device. Thein-hospitd stroke and desth rate and 30
day ipsilateral srokeand degth ratewas 1.1%. The overal complication
rate was 3.4%. Mgor adverse eventsincluded 1 mgor stroke (0.2%), 4
intracranid hemorrhages(0.9%), |CA wall fissuring (0.2%) and 1 diffuse
cardioembolism (0.2%). Minor adverseeventsincluded 4 minor strokes
(0.9%) and 4 TIAs(0.9%). Therewere4 complications (0.9%) relaed to
theuseof cerebra protectiondevices: 1 caseof aorupt closureof thel CA
because of spird dissection (0.2%), 1 case of trapped guide wire (0.2%)
and 2 casesof intimal dissection (0.5%). Transientlossof consciousness,
tremors and fasciculations were present in 6 of the 40 patients (15%) in
whom occlusive protection deviceswere used.

Neither Cremones et a not Kastrup et a repored on the failure rate on
gpplication of protection systems, which can be upto 20% according to
literature™. Theobservationof EVA-3STrid commitee®, favoring protected
stenting hasbeen rgjected™ asthehigher incidence of srokesinthefirst 30
days in patients treated withough protection could not be related to the

non-use of aprotection device.
ISA CEREBRAL PROTECTION DEVICE USE
FOR EMBOLIC CAPTURE NEEDED?

Theagppearanceof debrisduring CASand CE isacommon event®**the
first glance, it seems reasonable to gpply protection systemsto catch the
particles by means of occlusive baloon systems or filtration baskets if
the ICA. Thebeneficia use of such devices seemsto be supported by a
growing number of publications, mostly from the field of cardiology,
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whichreport dedlining ratesof neurologica complication. Despitehelack
of further controlled sudies, theuseof protection deviceshaseven become
obligatory in the CREST (United States)'s and EVA3S (France) trid
testing for the equivaence of CAS and CE®. Paradoxicaly, some
neurol ogistsand neuroradiologistscontinueto successfully perform CAS
without protection devicesand hesitate to apply theseasthey demand an
increasein both catheter time and technical complexity.

In centresinwhich experiencewith unprotected CAS hasbeen gathered,
skepticism about the the assumed self-evident improvement in
implementation of protection devices is based not only on the low
neurologica complication rate without them but aso on the technica
complications associated with their use™” such as dissection of the ICA
(0.7%) or trapped guide wire needing surgical intervention (0.2%0)%.
Haemodynamic intolerance in occlusive baloon systems (5-15% of
patients)** and congested nets are other typical problems encountered
with the use of protection devices. Such experiences have apparently
been poorly reported until now®. Furthermore, predilatation, which is
often necessary in protected stenting and the remova of the protection
devices may result in embolization®. From a neurological perspective,
concentrating on the 10 studies appearing since 2002%%4, a strong
recommendation for the use of protection devices can not be made.
Carotid artery senting without protection devices appears to be safe. Of
late, inaseriesof 245 consecutive patients™ (260 hemispheres) underwent
carotid artery stenting without protection devices, the technica success
ratewas 98.8%. Neurologicd complications(indusveof trandentischemic
attacks) were observed in 5.4%. Therate of mgor complications (degth,
major strokeand myocardid infarction) was 1.6% among thesymptomatic
and 1.5% among the asymptométic cases. Therate of minor strokeswas
3.2% in the symptomatic and 1.5% in the asymptomatic group.
Neurologica and other complications(desth, mgjor strokeand myocardid
infarction) occurred only in comparable frequency as with protection
devices. Mgority of the neurological complications (64.3%) occurred
post proceduraly which could not have been prevented with protection
devices

Therecent dramatictechnica progress(e.g. lesstraumatic, sdf expandable
stent devices, morefriction-resstant introducer cathetersand better guide
wire systems leading to marked improvement of CAS), the associated
learning curveof activeinterventiondistsand theimproved periprocedura
antiplatelet and anticoagul ation regimensmay havebeenimportant factors
in preventing cerebral embolism in the recent protected CAS studies®.
Theuseof cerebra protection devicesremainsacontroversd issue. The
redl purpose of dista protection isto prevent emboalization sufficient to
cause sroke. Reports in the literature reved thet the use of protection
devicesdoes not completely prevent embolization. Moreover, the use of
these devices may inherently add to therisk of the procedure. However,
cerebrd protection with the filter device is technicdly feasible in most
cases. A much larger investigation will be required to determine whether
srokeislesslikely with dista protection than without it. Could stroke
develop evenif thesedevicessuccessfully trgp all macroscopic materid?
Hypothetically, yes. However, ashower of smal pariculate matter could
causemicrovascular obstruction. Of thevariousdevicesavailable, isthere
onethat issuperior? These critical questions<till need to be answered by
ahead to head comparison in the form of arandomized dlinicd trid. We
believethat protection devices not only complicate the entire procedure
of CAShut dsoimposeasgnificant cost concern. Weproposeto undertake

adouble blind randomized trid to clarify this controversy.



GUIDELINES

In patients with severe symptomeatic CA stenosis, the evidence in favour
of intervention (CE/CAYS) isstrong. The merits and demerits of both CE
and CA S should be discussed with the patientsand their familiesand the
final choice should beleft to them. For patientsinwhom surgery carriesa
highrisk,i.e. NASCET excluded patients, weconsder CAS, especidly if
medicd therapy hasfailed. Intervention isnot indicated for patientswith
mild symptomatic CA senosis (<50%). Some patients with 50%6-69%
symptomeatic senogiswill benefit from surgery or stenting, but thedecison
should be individudized on the basis of severd factors, including the
presenceor absenceof vascular risk factorsfor srokeand technical expertise
For patients with asymptomatic 60% CA stenod's, the decisions are
difficult. Clinicians should congider intervention (CE/CAYS) for patients
without gpparent contraindications at a centre where they know that the
surgeon/interventionist performing the procedure hasaperioperativerisk
of stroke or degth rate of <3%. Preoperative cardiac or haemodynamic
evauation may help inrisk gratification. After the risks and benefitsare
explained to the patient, the ultimate decison depends on whether the
patient iswilling to accept the early risk and discomfort of surgery inthe
hope of long term benefit. In dl cases, risk-factor control should be
emphasized. We often recommend angiotensin-converting enzyme
inhibitors to patients with hypertenson and prescribe gtatins even for
patientswith normd to borderline cholesterol levels. Antiplatel et therapy
(we prefer a combination of ASA and dow-release dipyridamole) is
gopropriatefor dl patientswho do not haveacontraindication and changes
inlifestyle (smoking cessation, weight control, exercise and avoidance of
excessved cohol consumption) should beroutingy encouraged.
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IMSA News
IMSA CHAPTERACTIVITIES-April to June 2006

N

Tamil Nadu Chapter Delhi Chapter
09-04-2006 : Dr. Arjun Rajagopalan, “Finding, Filtering, Evaluating 01.04.2006 : “Clinical Meeting” in collaboration with Delhi
Rheumatol ogy
and Adopting Medical Evidencein Clinical Practice” Association at AIIMS, New Delhi
14-05.2006 : Dr. Abraham Thomas, “Face Transplantation” 17.06.2006 : “Scientific Programme” organised in collaboration with Delhi
11.06.2006 : Dr. Noordeen, “Elimination of Leprosy” Rheumatology Association at Seminar room, Indian Spinal
Injuries Centre, Vasant Kunj, New Delhi. Rural CME

T.N. Chapter Venue : Ranipet (\Vellore)
18.06.2006 : Dr. B. Sumathi, “Recent Advancesin Management of

Diarrhoeal Disorders in Pediatrics’ J

( Dr. Tarun Gupta, Addl. Secretary General, IMSA has been installed the Hony. Secretary of the Rotary Club of Delhi

Chanakyapuri, R.1. Dist. 3010 for the year 2006 -2007.

/ World Congress on Clinical & Preventive Cardiology (WCCPC 2006) \
Organised By
ANNOUNCEMENT Cardiological Society of India, Delhi Branch (CS Delhi Branch),

Asian Pacific Society of Cardiology (APSC),
Healthy Heart Education and Research Foundation (HHERF),
International Medical Sciences Academy (IMSA)
In association with
JW Global Hospital & Research Centre (J.GHRC),
Defence Research & Development Organisation, Govt. of India (DRDO)
Indian Academy of Echocardiography(IAE) &
World Academy of Spiritual Science (WASS)
On September 22 to 24, 2006

At The Academy for a Better World Gyan Sarovar, Mount Abu, Rajasthan, India

SPECIAL HIGHLIGHTS : Recent advances in clinica cardiology, Preventive cardiology, hypertension, congestive heart failure, dydlipidemia, coronary artery disease, medical angioplasty, coronary imaging,
cardiodiabetes, metabolic syndrome, echocardiography, electrophysiology and cardiac arrhythmia, interventional cardiology, cardiovascular surgery and cardiac anaesthesia. REGISTRATION : “Registration is
free” for dl Registered Delegates on “First cum First Serve Basis’ upto 800 only upto July 15, 2006.;fee of Rs. 2500 /- will be charged from 16 th duly,2006 For Regigtration Contact: Dr. H.K. Chopra, Organising
Chairman, IMSA World HQ, 2nd Floor National Medical Library, Ansai Nagar, New Delhi 110029 E-mail: drhkchopra@yahoo.com, drhchopra@gmail.com Fax: 011-26444242,M: +91-9811090204 Ph: 011-
26444242, 25658826, 26656990  Dr. Satish Kr. Gupta, Organising Secretary, JW. Global Hospital & Research Centre, Shantivan, 307510 (Abu Road, Rgjasthan) E-mail: weepc2006@bkindiacom,

brmhesiheart@gml.com, Fax : 02974 - 228116, M: +91-9829479888,+01-0414154041, Ph: 02974-228577, 228101...106, 228340
IMSACOM 2006ANNOUNCEMENT )

\_
Organising Secretary IMSACOM 2006 at Lahore has desired that all delegates/ participants who have already sent their passport papers
\to Dr. ShaheenaAsif , should apply for Visa to the Pakistan High Commission in India urgent. For Details see Page 74.

4
[ Dr. Pinnamanani Narasimha Rao | nter national Award \

Recommendationsfor “ Dr. Pinnamanani Narasmha Rao | nternational Award” areinvited fromFelowsand MembersasalsotheBoard of Trustees
of IMSA. Therecommendations shoul d be sent al ongwith biodata, colour passport size photograph and abstract of the paper, to IMSA Headquarter, New
Delhi by 31t August 2006. The Sdected awardeswill be required to deliver an oration at |M SACOM 2006 at Lahore.

\ Secretary General, IMSA )






