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Intracranial Angioplasty & Stenting for Cerebral Atherosclerosis: A
Position Statement of the American Society of Interventional and

Therapeutic Neuroradiology, Society of Interventional Radiology, and
the American Society of Neuroradiology

Stroke is the third leading cause of death and the
leading cause of adult disability in North America,
Europe, and Asia (1, 2). Intracranial cerebral athero-
sclerosis accounts for approximately 8–10% of all
ischemic strokes with a higher reported incidence in
the Asian, African, and Hispanic descent populations
(3–5). Risk factors include insulin-dependent diabe-
tes mellitus, hypercholesterolemia, hypertension, and
cigarette smoking (6–8). In the United States, it is
estimated that 40,000–60,000 new strokes per year
are due to intracranial cerebral atherosclerosis.

Intracranial Atherosclerosis

Etiology
Four mechanisms for ischemic stroke secondary to

intracranial atherosclerosis have been proposed: (1)
hypoperfusion; (2) thrombosis at the site of stenosis
due to plaque rupture, intraplaque hemorrhage, or
occlusive plaque growth; (3) thromboembolic events
distal to the site of stenosis; or (4) direct occlusion of
small penetrating arteries at the site of the plaque
(9–14).

Stroke Risk Overview
The annual stroke risk from all causes in patients

with intracranial atherosclerosis is estimated to be
from at least 3.6% to more than 13% annually (14–

20) with the definitive National Institutes of Health
(NIH) study demonstrating a first year ischemic
stroke rate in the pertinent vascular territory of at
least 11% (17).

Review of Studies
Surgical Revascularization—EC/IC Bypass Trial

(Extracranial to Intracranial): In 1985, the EC/IC By-
pass Study Group published the results of a trial that
attempted to prove benefit for a surgical approach to
treating intracranial atherosclerotic stenoses or occlu-
sion (18). This extracranial to intracranial arterial
bypass trial was a prospective, multicenter, interna-
tional study involving 1377 patients and attempted to
show that patients with an intracranial atherosclerotic
stenosis or occlusion could benefit by an EC/IC by-
pass. This trial failed for all subgroups, and in partic-
ular for those with middle cerebral artery stenosis.
There is therefore currently no approved surgical
option for the patient population with intracranial
arterial stenosis. The EC/IC bypass trial likely failed
due to lack of identification of the sub-segment of
patients with a hypoperfusion mechanism as the pri-
mary and underlying cause for their stroke.

Review of Medical Therapy: The EC/IC Bypass
Study also provided data on the risk of stroke in
patients with symptomatic carotid siphon or middle
cerebral artery stenosis or occlusion (18). Patients
treated with medical therapy including management
of stroke risk factors and aspirin (1300 mg per day)
were evaluated as the control arm of this study. A
defined subset analysis of the EC/IC Trial data found
middle cerebral artery stenoses to have an annual
ipsilateral ischemic stroke rate of 7.8% (14).

Thijs and Albers reported on 52 patients with doc-
umented symptomatic intracranial stenosis (16). Of
these 52 patients, 29 (56%) had a second documented
event (transient ischemic attack �TIA� or stroke)
while on anti-thrombotic therapy (warfarin, heparin,
or antiplatelet agent). Of these 29 patients that failed
medical treatment, 15 (52%) had another treatment
failure within a median of 36 days, and 8 of these 15
therapeutic failures were major stroke or death. In
summary, out of 52 patients, 8 (15%) had a major
stroke or were dead within a median time of 36 days.

The WASID Studies (Warfarin vs. Aspirin for Symp-
tomatic Intracranial Disease): There have been 2 stud-
ies of medical therapy that evaluated the efficacy and
safety of warfarin and aspirin for intracranial athero-
sclerotic stenosis and thus documented the natural
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history and attempted to determine “best medical
therapy”. The first was a retrospective study of con-
secutive patients with symptomatic intracranial steno-
sis evaluated by angiography between 1985 and 1991
at participating institutions (15). Patients with symp-
tomatic intracranial large artery stenosis �50%
treated either with aspirin or warfarin (at the treating
physician’s discretion) were evaluated for success of
medical therapy (15). During a mean follow-up of
14.7 months in the warfarin-treated group, there was
an 8.4% stroke or death rate, and in the aspirin
treated group (mean follow-up 19.3 months) there
was an 18.1% rate of major stroke or death, with 9%
stroke in the same vascular territory. In a subset with
posterior circulation stenosis, with follow-up of 100
patient years and a mean follow-up of 13.8 months,
the annualized stroke rate in the territory of a stenotic
basilar artery was 10.7% and in the territory of the
vertebral artery it was 7.8%.

Based upon these data, a second pivotal trial was
subsequently performed. The multi-center, random-
ized, double-blind NIH-sponsored Warfarin-Aspirin
Symptomatic Intracranial Disease Trial �WASID�)
was performed from 1998–2003. It was hypothesized
that the optimal anti-thrombotic therapy for symp-
tomatic intracranial arterial stenosis was uncertain
(17). Patients with transient ischemic attack or minor
stroke caused by an angiographically verified stenosis
of �50%, of a major intracranial artery and with no
other apparent etiology, were randomized to receive
either warfarin (INR 2–3) or aspirin (1300 mg/day).
The primary endpoint was prevention of stroke and
vascular death. The WASID trial was prematurely
halted by the NIH on the recommendation of the
external Performance and Safety Monitoring Com-
mittee “after 569 patients had undergone randomiza-
tion because of concerns about the safety of the pa-
tients who had been assigned to receive warfarin”
(17).

These 569 patients (out of a projected 806) were
followed for a mean of 1.8 years. In the aspirin
treated patients, ischemic stroke in the same vascular
territory occurred in one year at the rate of 12%, and
in warfarin treated patients at the rate of 11%. Death
occurred in 4.3% of patients in the aspirin group,
versus 9.7% death in the warfarin group; major hem-
orrhage was observed in 3.2% of the aspirin group
versus 8.3% of the warfarin group; and myocardial
infarction or sudden death occurred in 2.9% of the
aspirin group versus 7.3% of the warfarin group. Pa-
tients in the aspirin group also experienced lower
rates of death from vascular causes (3.2% vs. 5.9%,
respectively), as well as death from non-vascular
causes (1.1% vs. 3.8%, respectively). In the mean
follow-up period of 1.8 years, ischemic or hemor-
rhagic stroke or vascular death occurred in 22.1% in
the aspirin group versus 21.8% in the warfarin group
(17). Because of the very high adverse event rates
(stroke and death), high severe hemorrhage rate for
patients treated with warfarin, and lack of therapeutic
benefit of warfarin over aspirin for prevention of
ischemic stroke secondary to intracranial stenosis, the

investigators concluded that aspirin should be used in
preference to warfarin for patients with intracranial
arterial stenosis. However, neither therapy offered
acceptable protection from stroke.

Intracranial Angioplasty and Stenting

Over the past 2 decades, a number of individual
reports, and 2 prospective multicenter trials, have
been published regarding intracranial angioplasty and
stenting. Patients with symptomatic or asymptomatic,
severe intracranial atherosclerotic stenosis who were
at high risk for stroke or death were included
(22–41).

Literature Review
The earliest reports of balloon angioplasty for in-

tracranial atherosclerosis were reported in the mid
1980’s. However, by the late 1990’s, the development
of improved micro-balloon catheters and smaller bal-
loon expandable stents, initially for coronary applica-
tions, lead to an increasing number of reports on
revascularization of cerebral blood vessels for intra-
cranial atherosclerosis. In a number of individual se-
ries of cases reported, the technical success rates have
exceeded �90%, with clinical complication rates
ranging from 0–20% (22–38).

Gress et al published the results of intracranial
angioplasty in 25 patients for symptomatic vertebro-
basilar ischemia in whom medical therapy had failed
(30). Angioplasty was effective in reducing the degree
of stenosis by �40% in all 25 vessels. These authors
concluded that intracranial angioplasty is effective in
the reduction of stenosis and can be performed with
relative safety.

In 1999, Marks et al reported upon 23 patients who
underwent successful angioplasty for atherosclerotic
intracranial stenosis, describing both the immediate
and long-term outcomes (40). They reported a 91.3%
success rate in decreasing the stenosis and one
periprocedural death. Follow-up ranged from 16 to 74
months (mean 35.4 months) and there was an annual
rate of 3.2% for strokes in the territory appropriate to
the site of angioplasty.

Connors and Wojak reviewed their 9-year experi-
ence of transluminal angioplasty for intracranial ath-
erosclerotic lesions in 70 patients and described an
“evolution in technique” (41). In their last 50 pa-
tients, they described a slow inflation of an undersized
balloon relative to the vessel diameter. Using this
technique, they experienced no abrupt vessel occlu-
sions or strokes. Complications included angiographic
vessel dissection (14%), vessel thrombosis requiring
fibrinolysis (4%), asymptomatic restenosis at fol-
low-up over 3–12 months (9%), and one death. Over-
all, good angiographic and clinical outcomes were
achieved in 98%.

Nahser et al published similar results in 20 patients
with intracranial vertebrobasilar stenosis. Angioplasty
was successful in all cases, with one periprocedural
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TIA and one stroke, for a 10% procedural complica-
tion rate (42).

Gomez et al reported upon 12 patients undergoing
elective stenting for symptomatic basilar artery steno-
sis, with a 100% technical success rate, reduction in
stenosis from 71.4% to 10.3%, and no periprocedure
complications. Clinical follow-up ranged from 0.5 to
16 months (mean 5.9 months), with no new strokes or
deaths (39).

Yu et al reported the long-term outcomes of endo-
vascular stenting for symptomatic basilar artery ste-
nosis over a 4-year period (43). Eighteen patients with
recurrent strokes or TIAs presented with a basilar
artery stenosis of 79.6% � 11.7%. These patients
underwent successful stenting with a residual stenosis
of 7.8% � 10.9%. There were 11.1% neurological and
5.6% non-neurological hemorrhagic complications,
but no deaths. At a mean follow-up of 26.7 months,
83.3% had excellent long-term functional outcome
with 55.6% being asymptomatic, although 27.8% ex-
perienced several minor episodic symptoms without
disability. Only one patient had moderate disability
from a recurrent stroke, 2 patients died from unre-
lated causes at 30 and 36 months post procedure, and
the major disability and death-free survival rate was
67% at 3 years.

In 2005, Marks et al reported the long-term out-
comes of 36 patients with 37 symptomatic atheroscle-
rotic intracranial stenotic lesions (44). All patients
had neurological symptoms on medical therapy. Clin-
ical and angiographic follow-up was available on 34
patients, ranging from 6 to 128 months (mean 52.9
months). The mean stenosis decreased from 84.2% to
43.3% after treatment. There were 2 periprocedural
deaths and one minor stroke (periprocedural stroke
and death rate 8.3%). Two patients had subsequent
strokes in the distribution of the treated lesion; one at
2 months and one at 37 months. The annual stroke
rate in the territory of the treated lesion was 3.4% and
in the subset of patients with �50% residual stenosis,
it was 4.5%.

The long-term clinical benefit of endovascular ther-
apy for intracranial atherosclerosis is confirmed in the
report by Wojak et al (45). The authors reported on
60 consecutive symptomatic patients with intracranial
stenoses (all �70%) who had 67 symptomatic lesions
and 4 additional asymptomatic lesions (for a total of
71 lesions), who were treated with a total of 84 pro-
cedures over a period of 8 years. Demographics, pro-
cedural details, angiographic and procedural results,
and long-term clinical and neurological outcomes
were analyzed. Angioplasty alone was performed in
62 procedures, while 22 procedures involved intracra-
nial stenting. The overall complication-free proce-
dural success rate was 90.5%. The periprocedural
stroke or death rate was 4.8%. Angiographic resteno-
sis occurred in 23 lesions at a mean of 4.6 months; 13
were re-treated without complication. Long-term
clinical outcomes were available on all 60 patients: 4
patients died from non-neurological causes. Long-
term permanent neurological events included 4
strokes and no neurological deaths over 224 patient-

years of follow-up. The annualized stroke rate in the
treated vascular territory was 1.8%, the annualized
rate of stroke or neurological death was 1.8%, and the
annualized stroke and all-cause death rate was 3.0%.

SSYLVIA Trial
The SSYLVIA trial (Stenting of SYmptomatic ath-

erosclerotic Lesions in the Vertebral or Intracranial
Arteries) was a multi-center, non-randomized, pro-
spective feasibility study, which evaluated the Neu-
rolink intracranial stent system (Guidant Corp, Indi-
anapolis, IN) for treatment of vertebral or
intracranial artery stenosis (26). Patients were 18–80
years of age, with symptoms attributed to a single
target lesion of �50% stenosis. In 61 patients en-
rolled, 43 (70.5%) had an intracranial stenosis and 18
(29.5%) had an extracranial vertebral artery stenosis.
In the first 30 days, 6.6% had strokes and there was
0% mortality. Successful stent placement was
achieved in 58/61 (95%) of cases. At 6 months post-
procedure, angiographic re-stenosis of �50% oc-
curred in 12/37 cases (32.4%) of the intracranial ar-
teries and 6/14 (42.9%) of the extracranial vertebral
arteries. Seven (39%) patients had recurrent stenosis
and were symptomatic. Four of 55 patients (7.3%)
had strokes later than 30 days. Based upon this study,
the FDA granted a humanitarian device exemption to
treat patients with significant intracranial and ex-
tracranial atherosclerotic disease by balloon angio-
plasty and stent placement.

WINGSPAN Trial
The results of treatment by a combination of bal-

loon dilatation, followed by the deployment of a self-
expanding microstent were reported in 15 symptom-
atic patients with intracranial atherosclerotic stenoses
despite medical treatment (46). An anatomically and
clinically adequate result was achieved in all patients.
The mean initial degree of stenosis was 72%. Balloon
dilatation resulted in a mean residual stenosis of 54%
which was reduced further to a mean of 38% after
stent deployment. All patients were either stable or
improved 4 weeks after the treatment. Recurrent TIA
did not occur in any patient. An update to this study
was presented at the 2005 annual meeting of the
American Society of Neuroradiology (47). Forty-five
(45) medically refractory patients with recurrent
stroke, attributable to intracranial atherosclerotic ste-
noses �50% were treated in this prospective, multi-
center study and results included an ipsilateral stroke
or death rate of 4.4% at 30-days and 7.1% at
6-months.

Use of Drug Eluting Stents
The use of drug eluting stents in small caliber

vessels has been developed to reduce intimal prolif-
eration and subsequent restenosis by locally deliver-
ing anti-inflammatory or anti-mitotic agents. Two
such potential stents tested in cardiac disease are the
sirolimus-eluting stent and the paclitaxel-eluting
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stent. Kirmani and colleagues (48) studied the tech-
nical efficacy of drug-eluting stents in 15 patients with
intracranial atherosclerotic disease in either the an-
terior (internal carotid or middle cerebral artery) or
posterior (vertebral or basilar artery) circulation. The
mean patient age was 57 years and 9 were men.
Technical success was achieved in 14 of the 15 pa-
tients (94%). The 14 patients treated successfully re-
ceived the sirolimus-eluting (n � 11) or paclitaxel-
eluting (n � 3) stent. No restenosis, new major stroke,
or death was observed at 1-month follow-up; 3 pa-
tients suffered transient worsening of pre-existing
deficits, with complete recovery observed in 2 of the
patients at 1-month of follow-up. Of the 5 patients
who completed 6 months of follow-up, 1 developed a
transient ischemic attack.

This study provides important new data on the
application of drug-eluting stents to intracranial ce-
rebrovascular occlusive disease. The investigators
have demonstrated the feasibility of using drug-elut-
ing stents for this indication. Further studies are war-
ranted in larger cohorts with longer follow-up periods
to fully determine the effectiveness of drug-eluting
stents for intracranial arterial stenosis. These stents
have the potential to alter the treatment paradigm of
interventional neuroradiological procedures, espe-
cially for lesions with a high risk of recurrent stenosis.

Current Position Statement of the ASITN,
SIR, and ASNR

(1) For symptomatic patients with a �50% intra-
cranial stenosis who have failed medical therapy, bal-
loon angioplasty with or without stenting should be
considered.

(2) Patients who have an asymptomatic intracranial
arterial stenosis should first be counseled regarding
optimizing medical therapy. There is insufficient evi-
dence to make definitive recommendations regarding
endovascular therapy in asymptomatic patients with
severe intracranial atherosclerosis. They should be
counseled regarding the nature and extent of their
disease, monitored for new neurological symptoms,
and have periodic non-invasive imaging at regular
intervals of 6–12 months (magnetic resonance an-
giography or computed tomographic angiography)
initially, and then by cerebral angiography if war-
ranted. At a minimum, optimal prophylactic medical
therapy should be instituted, which might include
antiplatelet and/or statin therapy.

(3) Continued evaluation and improvements in
both pharmacological and catheter-based therapies
are needed to reduce the stroke burden from intra-
cranial atherosclerosis.

Conclusion
The ASITN, SIR, and ASNR concur that sufficient

evidence now exists to recommend that intracranial
angioplasty with or without stenting should be offered
to symptomatic patients with intracranial stenoses
who have failed medical therapy. Endovascular inter-

ventions are intensive services provided to patients
who are at very high-risk for stroke and typically have
multiple co-morbidities. Similar to revascularization
for extracranial carotid artery stenosis (49), patient
benefit from revascularization for symptomatic intra-
cranial arterial stenosis is critically dependent on a
low periprocedural stroke and death rate and should
thus be performed by experienced neurointervention-
ists. We recommend reimbursement by third party
insurers so that these patients may have access to such
interventions. Continued attempts to improve medi-
cal therapy as well as improve the benefits of endo-
vascular therapy are warranted.

References
1. Taylor TN, Davis PH, Torner JC, Holmes J, Meyer JW, Jacobson

MF. Lifetime cost of stroke in the United States. Stroke
1996;27:1459–1466

2. Heart Disease and Stroke Statistics—2004 Update. Dallas: American
Heart Association, 2004

3. Caplan LR, Gorelick PB, Hier DB. Race, sex and occlusive cere-
brovascular disease: A review. Stroke 1986;17:648–655

4. Craig DR, Meguro K, Watridge C, Robertson JT, Barnett HJ, Fox
AJ. Intracranial internal carotid artery stenosis. Stroke 1982;13:
825–828

5. Wityk RJ, Lehman D, Klag M, Coresh J, Ahn H, Litt B. Race and
sex differences in the distribution of cerebral atherosclerosis.
Stroke 1996;27:1974–1980

6. Ingall TJ, Homer D, Baker HL Jr, Kottke BA, O’Fallon WM,
Whisnant JP. Predictors of intracranial carotid artery atheroscle-
rosis. Duration of cigarette smoking and hypertension are more
powerful than serum lipid levels. Arch Neurol 1991;48:687–691

7. Inzitari D, Hachinski VC, Taylor DW, Barnett HJ. Racial differ-
ences in the anterior circulation in cerebrovascular disease. How
much can be explained by risk factors? Arch Neurol
1990;47:1080–1084

8. Fisher CM. Cerebral arterial occlusion—remarks on pathology,
pathophysiology, and diagnosis. Clin Neurosurg 1963;9:88–105

9. Derdeyn CP, Grubb RL Jr, Powers WJ. Cerebral hemodynamic
impairment: Methods of measurement and association with stroke
risk. Neurology 1999;53:251–259

10. Naritomi H, Sawada T, Kuriyama Y, Kinugawa H, Kaneko T,
Takamiya M. Effect of chronic middle cerebral artery stenosis on
the local cerebral hemodynamics. Stroke 1985;16:214–219

11. Grubb RL Jr, Derdeyn CP, Fritsch SM, et al. Importance of hemo-
dynamic factors in the prognosis of symptomatic carotid occlusion.
JAMA 1998;280:1055–1060

12. Constantinides P. Pathogenesis of cerebral artery thrombosis in
man. Arch Pathol 1967;83:422–428

13. Caplan LR. Intracranial branch atheromatous disease: A ne-
glected, understudied, and underused concept. Neurology 1989;39:
1246–1250

14. Bogousslavsky J, Barnett HJ, Fox AJ, Hachinski VC, Taylor W.
Atherosclerotic disease of the middle cerebral artery. Stroke
1986;17:1112–1120

15. Chimowitz MI, Kokkinos J, Strong J, et al. The Warfarin-Aspirin
Symptomatic Intracranial Disease Study. Neurology 1995;45:
1488–1493

16. Thijs VN, Albers GW. Symptomatic intracranial atherosclerosis:
Outcome of patients who fail antithrombotic therapy. Neurology
2000;55:490–497

17. Comparison of warfarin and aspirin for symptomatic intracranial
arterial stenosis. New Engl J Med 2005;352:1305–1316

18. Failure of extracranial-intracranial arterial bypass to reduce the
risk of ischemic stroke. Results of an international randomized
trial. The EC/IC Bypass Study Group. N Engl J Med 1985;313:
1191–1200

19. Rundek T, Elkind MS, Chen X. Increased early stroke recurrence
among patients with extracranial and intracranial atherosclerosis:
Northern Manhattan Stroke Study. Neurology 1998:50(suppl.
4);A75

20. Prognosis of patients with symptomatic vertebral or basilar artery
stenosis. The Warfarin-Aspirin Symptomatic Intracranial Disease
(WASID) Study Group. Stroke 1998;29:1389–1392

2326 POSITION STATEMENT AJNR: 26, October 2005



21. Caplan LR. Advances in stroke research: Basic science, treatment,
and clinical trial outcomes. Rev Neurol Dis 2004;2:91–94

22. Terada T, Higashida RT, Halbach VV, et al. Transluminal angio-
plasty for arteriosclerotic disease of the distal vertebral and basilar
arteries. J Neurol Neurosurg Psychiatry 1996;60:377–381

23. Higashida RT, Tsai FY, Halbach VV, et al. Transluminal angio-
plasty for atherosclerotic disease of the vertebral and basilar ar-
teries. J Neurosurg 1993;78:192–198

24. Higashida RT, Tsai FY, Halbach VV, Dowd CF, Hieshima GB.
Transluminal angioplasty, thrombolysis, and stenting for extracra-
nial and intracranial cerebral vascular disease. J Intervent Cardiol
1996;9:245–256

25. Higashida RT, Hieshima GB, Tsai FY, Halbach VV, Norman D,
Newton TH. Transluminal angioplasty of the vertebral and basilar
artery. AJNR Am J Neuroradiol 1987;8:745–749

26. Stenting of Symptomatic Atherosclerotic Lesions in the Vertebral
or Intracranial Arteries (SSYLVIA): Study results. Stroke 2004;35:
1388–1392

27. Phatouros CC, Higashida RT, Malek AM, et al. Endovascular
stenting of an acutely thrombosed basilar artery: Technical case
report and review of the literature. Neurosurgery 1999;44:667–673

28. Phatouros CC, Lefler JE, Higashida RT, et al. Primary stenting for
high-grade basilar artery stenosis. AJNR Am J Neuroradiol
2000;21:1744–1749

29. Malek AM, Higashida RT, Phatouros CC, et al. Treatment of
posterior circulation ischemia with extracranial percutaneous bal-
loon angioplasty and stent placement. Stroke 1999;30:2073–2085

30. Gress DR, Smith WS, Dowd CF, Halbach VV, Finley RJ, Hi-
gashida RT. Angioplasty for intracranial symptomatic vertebro-
basilar ischemia. Neurosurgery 2002;51:23–27, discussion 27–29

31. Schumacher HC, Khaw AV, Meyers PM, Gupta R, Higashida RT.
Intracranial angioplasty and stent placement for cerebral athero-
sclerosis. J Vasc Interv Radiol 2004;15(1 Pt 2):S123–132

32. Lopes DK, Ringer AJ, Boulos AS, et al. Fate of branch arteries
after intracranial stenting. Neurosurgery 2003;52:1275–1278, dis-
cussion 1278–1279

33. Levy EI, Horowitz MB, Koebbe CJ, et al. Transluminal stent-
assisted angioplasty of the intracranial vertebrobasilar system for
medically refractory, posterior circulation ischemia: Early results.
Neurosurgery 2001;48:1215–1221, discussion 1221–1223

34. Qureshi AI, Ziai WC, Yahia AM, et al. Stroke-free survival and its
determinants in patients with symptomatic vertebrobasilar steno-
sis: A multicenter study. Neurosurgery 2003;52:1033–1039, discus-
sion 1039–1040

35. Alazzaz A, Thornton J, Aletich VA, Debrun GM, Ausman JI,
Charbel F. Intracranial percutaneous transluminal angioplasty for
arteriosclerotic stenosis. Arch Neurol 2000;57:1625–1630

36. Eckard DA, Zarnow DM, McPherson CM, et al. Intracranial

internal carotid artery angioplasty: Technique with clinical and
radiographic results and follow-up. AJR Am J Radiol
1999;172:703–707

37. Mori T, Kazita K, Chokyu K, Mima T, Mori K. Short-term arte-
riographic and clinical outcome after cerebral angioplasty and
stenting for intracranial vertebrobasilar and carotid atheroscle-
rotic occlusive disease. AJNR Am J Neuroradiol 2000;21:249–254

38. Mori T, Mori K, Fukuoka M, Arisawa M, Honda S. Percutaneous
transluminal cerebral angioplasty: serial angiographic follow-up
after successful dilatation. Neuroradiology 1997;39:111–116

39. Gomez CR, Misra VK, Liu MW, et al. Elective stenting of symp-
tomatic basilar artery stenosis. Stroke 2000;31:95–99

40. Marks MP, Marcellus M, Norbash AM, Steinberg GK, Tong D,
Albers GW. Outcome of angioplasty for atherosclerotic intracra-
nial stenosis. Stroke 1999;30:1065–1069

41. Connors JJ 3rd, Wojak JC. Percutaneous transluminal angioplasty
for intracranial atherosclerotic lesions: Evolution of technique and
short-term results. J Neurosurg 1999;91:415–423

42. Nahser HC, Henkes H, Weber W, Berg-Dammer E, Yousry TA,
Kuhne D. Intracranial vertebrobasilar stenosis: Angioplasty and
follow-up. AJNR Am J Neuroradiol 2000;21:1293–1301

43. Yu W, Smith WS, Singh V, et al. Long-term outcome of endovas-
cular stenting for symptomatic basilar artery stenosis. Neurology
2005;64:1055–1057

44. Marks MP, Marcellus ML, Do HM, et al. Intracranial angioplasty
without stenting for symptomatic atherosclerotic stenosis: Long-
term follow-up. AJNR Am J Neuroradiol 2005;26:525–530

45. Wojak JC, Dunlap DC, Hargrave KR, DeAlvare LA, Culbertson
HS, Connors JJ 3rd. Intracranial angioplasty and stenting: Long-
term results from a single center. Submitted to AJNR Am J Neu-
roradiol, 2005

46. Henkes H, Miloslavski E, Lowens S, Reinartz J, Liebig T, Kuhne D.
Treatment of intracranial atherosclerotic stenoses with balloon
dilatation and self-expanding stent deployment (WingSpan). Neu-
roradiology 47:222–228

47. Bose A. The Wingspan Study. Presented at the American Society of
Neuroradiology 43rd Annual Meeting, Toronto, Canada, May 23–
27, 2005

48. Kirmani JF, Harris-Lane P, Divani AA, et al. Initial experience
with drug eluting stents for symptomatic intracranial stenosis.
Program and abstracts of the American Academy of Neurology
57th Annual Meeting; April 9–16, 2005; Miami Beach, Florida.
�P03.071�.

49. Biller J, Feinberg WM, Castaldo JE, et al. Guidelines for Carotid
Endarterectomy: A Statement for Healthcare Professionals from a
Special Writing Group of the Stroke Council, American Heart
Association. Stroke, Feb 1998; 29: 554–562.

AJNR: 26, October 2005 POSITION STATEMENT 2327


