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Dr. Marc Fisher obtained a bachelor of science degree in
biology and medicine from Cornell University and his medical
degree from the State University of New York at Syracuse.
He was on the faculty of the University of Massachusetts Medical
School in Worchester, Massachusetts, where he served as a full
professor and vice chairman of the Department of Neurology.
Recently, Dr. Fisher has made the move to Beth Israel Deaconess
Medical Center and has been appointed a full professor at Harvard
Medical School. He is the current editor-in-chief at Stroke, a
position he has held since July 2010. Dr. Fisher recently visited
Toronto; what follows is an interview that covers various topics
ranging from his career as a clinician-scientist, his role as editor-
in-chief at Stroke, and the past and future of stroke research.

What led you to become a clinician-researcher?

Curiosity, I guess, is the best answer for this. Because I started
as a clinician, I was not trained as a researcher. I was self-trained
and was with people that I could work with and trying to answer
questions that were related to clinical scenarios that I was seeing
as a doctor taking care of patients. Then, luckily, I was exposed to
people who were doing research like Justin Zivin, who was at
University of Massachusetts when I started. He was the more
basic research person. But I think the major reason was just being
curious about things around me and trying to answer questions.

When did you become interested in Stroke?

I think it was when I was a resident that I realized that I wanted
to try to have an academic career in neurology, and stroke was the
most common and (I thought) important disease. I did not want to
work on an area that was really esoteric. Basically, the way it
started was that I decided I wanted to become an academic person
and would try for a couple of years to see if it worked. Stroke was
appealing to me because it was so common. Early on, I also could
see that doing stroke neurology was similar to cardiology as there
were a lot of overlaps between the two areas. If you paid attention

to what was going on in cardiology, it could also be relevant to
stroke.

What was a regular day for you while being at the University
of Massachusetts?

Things changed a lot for me in 2010, when I became the editor
of Stroke. I cut back on my clinical work. After 2010, I basically
gave up in-patient service and two clinics a week; some with
fellows and some by myself. So, roughly, half of them were
general neurology and half were stroke. Before 2010, when I was
doing in-patient service two months of the year, four half days of
outpatient service, and I ran a basic science laboratory for many
years. So I would meet with people in the laboratory at least once
or twice a week and we would go over the projects. Obviously,
when they had a paper that they were putting together, I would
spend more time. I ran the laboratory up until I retired from the
University of Massachusetts a couple of months ago. My main
focus really was the journal and to try to make it as successful as
possible.

What would be the top three rewards for you? How can Marc
Fisher feel rewarded?

As a researcher, [it is] having an idea that was driven by some
hopefully clinically relevant and important topic. Formulating an
experiment and seeing the results through. I am sure you have
experienced the same thing; it is an incredible, nice feeling.

Another rewarding thing is to have people who are working
with you. I had, I guess, about 25 postdoctoral fellows over the
years. To see their careers grow and take off is also a nice reward.
I have met some really accomplished people. Kazuo Minematsu
was my first fellow and is now one of the leaders of the stroke field
in Japan. Wolf Schäbitz, who went back to Germany, and was
quite successful as he became one of the associate editors of
Stroke. Turgut Tatlisumak, who went back to Finland, and is vice
chair of neurology at Helsinki. I think it is really rewarding seeing
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people that you have been involved with mentoring becoming
successful.

The third thing is affecting patients. It was so bittersweet
actually, leaving my practice at the University of Massachusetts.
Some of these patients I was following for more than 30 years. We
had this very personal relationship over time. It was interesting to
follow people for so long and feel like you had an impact on
their lives.

So what do you like and dislike about being a researcher?

What I really like the most is to be able to take a clinical
problem or issue and try to translate that into some kind of
modeling and to understand it better. And I would think the focus
of the research that I was involved in for many years was to
develop better treatment for acute stroke and to understand the
pathophysiology of the disease and how it developed and
progressed. It was really all driven by clinical observation. I am
sure that you have experienced this. You see things and then,
luckily, if you are in a position to be able to model it, try to
develop treatment. That is what we are trying to do.

As far as the things I dislike; the pace of getting things done is
not as fast as I would like it to be. I have been involved in acute
stroke therapy development for 30 years or more. If somebody
told me 20 years ago that we would only have one approved
therapy in 2014, I would say that that would be hard to imagine!1

But, on the other hand, I also feel like we have really learned a lot
over the past 20 years and we are on the cusp of some really great
things. The field is going to be dramatically changed five or ten
years from now.We need to prepare ourselves for that occurrence;
build on that and figure out how we are going to go forward and
organize care so that the maximum number of patients can be
benefitted by whatever advances that we will have by then.

Where do you get inspired?

I guess the[re are] two places that I have noticed that I am able
to find new ideas. One is when you wake up in the middle of the
night, having been thinking about stuff and you let it sit there for a
while. A lot of times I would wake up in the middle of the night
and I would have a good idea of what made sense!

The other place for me would be when I had been jogging
(I have been doing so pretty steadily for 40 years). It is a great time
to be thinking…It is somewhat boring as it is “out there”—away
from the office, but if you want to think about something, it is a
time when I am not distracted. I have had some good insights
during my “jogs.”

There was some question about a “place” as well. We have a
summer house on Cape Cod. My favorite place is going to the
beach. If I am not trying to really get away and not think about
professional stuff; sitting on the beach, watching the surf…I can
have some pretty good insights! And that is where I am going
tomorrow!

What do you consider to be your major accomplishments as a
clinician/researcher?

The most important one was organizing the STAIR (Stroke
Treatment and Academic Roundtable) meetings.2,3 Before I did
that, nobody had actually sat down and put down on paper the
recommendations for what preclinical modeling practices in

ischemic stroke should look like. I had the idea coming back from
a meeting that Boehringer had held. I was flying back to Boston
from Frankfurt, and I was on the plane and I said to myself that
this would be a good thing to do… that was the genesis. I ran it by
some people and they said it would be a good idea. Out of that, we
organized the first STAIR conference,3 which worked to their
criteria for what preclinical practices should look like. Others have
built on that. We went from there to clinical trial recommenda-
tions.2 That has been the most impactful thing that I ever did.

The other big accomplishment for me was the idea I had in the
late 1980s for an in vivo assessment tool for evaluating therapies
in stroke models. So, luckily, The University of Massachusetts
was the second place in the United States or probably in the world
that got an experimental MRI scan. They hired a magnetic reso-
nance physicist, Chris Sotak, to run the scanner. At that point, the
only thing I knew about MRI was spectroscopy. So Chris told me
about diffusion, because he had come from General Electric and
had helped write the software for giving diffusion imaging.
I’ll never forget the conversation; he said that radiologists are not
used to looking at statistics but they are used to looking at images,
and he said that is what we should do. That is how this all started!
We could actually show the effect in vivo on diffusion-weighted
imaging lesion growth.4-6 It all started from the idea of needing an
in vivo assessment.

Moving toward the advancements in stroke, what do you
think are five hot topics in stroke?

Honestly, I am prejudiced because “stroke” is a generic term.
At least for me, it is ischemic stroke, because that is where I have
always been studying. So I have to limit myself to that because
when we are talking about subarachnoid hemorrhage or intracer-
ebral hemorrhage, I don’t know enough about those areas to say.
I would say for acute stroke, or for ischemic stroke, we are on the
cusp of developing and proving clinical benefit for additional
therapies and I think one or more of these current endovascular
trials will be positive for showing clinical benefit and that is going
to be a major advance.7-9

The second thing would be the development of advanced
imaging technology to assess the extent of the penumbra and
core.10-12 I think we are there pretty much there for magnetic
resonance, but the problem is the availability. Hopefully, we will
get somewhere with CT perfusion, which is going to be more
available. I think having the ability to identify the target of acute
stroke therapy is extremely important. It is going to revolutionize
therapy because it will allow us to deliver effective interventions.

The third point of advancement is developing additional
prevention therapies. I think that the novel oral anticoagulants for
atrial fibrillation are quite important.13 I suspect that with the new
trial being organized like Bob Hart’s on cryptogenic stroke trial,
and there are others that oral anticoagulants, will be extended to
other indications besides atrial fibrillation.14

A fourth big area of advancement will be recovery-enhancing
therapy. I know that is just beginning to be evaluated. I think that
there will be both robotics and devices [that] will show benefit for
recovery.15-17

The fifth advancement will be pulling this all together to
maximize outcome after ischemic stroke therapy, which is going
to require many different things to show how outcomes can be
maximally improved and, most importantly, organizing systems
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of care so we can actually deliver these therapies over the next 5,
10, or 20 years to as many patients as possible.18,19 So I think that
is the vision that we will try to implement. What we need to do is
train people who are going to become the future academic stars to
do this development and implement it! In the United States, we are
trying to figure out ways to actually train people. I think in
Canada, you need to do the same thing.

What were the major discoveries in ischemic stroke in the past
decade?

As mentioned, I am prejudiced because I worked in this field;
I think imaging has been extremely important.20-22 Another
discovery would be better understanding of the pathophysiology
of ischemic injury. We understand that targeted only one pathway
doesn’t make a whole lot of sense. We really need to be looking
at multiple targets. Another one, in the United States, would
be organizing the stroke network. Naturally, not having to
re-organize for funding for every National Institutes of Health trial
and for getting those trials up and running quickly and hopefully
in a manner that will lead to success. I guess another one would be
recognizing that recovery enhancement is another important way
to go forward. I am sure there are more!

You highlighted the importance of imaging. How do you think
imaging will actually affect the way we treat patients with
stroke?

It goes back to the basic issue that the target of acute stroke
therapy is to salvage some of that ischemic brain that is at risk of
going on to infarction. To identify that is less important very early
after stroke because certainly most people with arterial occlusions
have a substantial amount of ischemic penumbra so identification
is less important in the 3-hour window. But I think beyond the
3-hour window, it is very important. Because, for example, in the
3- to 4.5-hour window, the benefit of tissue plasminogen activator
is modest, so the number needed to treat to get one beneficial
outcome as defined by the magnetic resonance spectroscopy is
14.23-25 So, my own personal perspective is that there are likely to
be imaging and clinical parameters that will identify those
responders and nonresponders. We have no idea who and what
those are at the moment, but I think that we can gather that
information. Certainly, beyond 4.5 hours, I can’t see how we can
extend the window without identifying imaging-based parameters
that are predictors.26,27

Another really important thing about imaging that I think a lot
of people ignore is what has come out of imaging trials. For
example, Gregg Albers has been able identify a pattern called a
lumen mismatch that identifies people who are going to be harmed
by treatment.28 A lot of our colleagues in the field say we don’t
need the imaging, we will just use CT angiography or magnetic
resonance angiography with an occlusion with clinical para-
meters. However, imaging can help identify those patients who
not only benefit, but [in whom] there is a real risk of bleeding and
mortality.29-31

This is an interesting analogy. I have not written this, but I
think advanced imaging for ischemic stroke is like doing micro-
biology for infection. If you go back and look at what happened
when penicillin was first developed; there was no microbiology.
People said at the time, we are just treating everybody with
penicillin because if you don’t, they are going to die! This is what

a lot of people say about ischemic stroke; we will just treat patients
because we don’t have any alternatives. However, if you can
identify the target tissue for predicting responders, it is somewhat
analogous to doing microbiological evaluation for treating
infection.

You mentioned some interesting paradigms: Responders
versus nonresponders. There are other paradigms
(e.g. recanalization vs nonrecanalization) that are commonly
used in acute stroke care. The controversy about
recanalization versus nonrecanalization is after the fact. It
does not help to predict outcomes a priori, does it?

I think you have to go back.The first thing would be when there
are data that suggest that if you don’t have an occlusion, you are
less likely to benefit from recanalization therapy.2,32,33 You would
have to take it back to a more basic level; is there a perfusion
deficit? You might not pick up the occluded vessel because it is
difficult to see a more distal occlusion. If there is no large-vessel
occlusion, then the interventional radiologist has nothing to
go after.

What is the role of risk stratification for selecting specific
therapies?

The risk scale that you have come up with as well as others I
think it is going to move us in the direction of making treatment
decisions.34-37 I think it is going to require larger sample sizes of
patients so the prediction scores are further validated. I have not
really spent a lot of time thinking about this, because I am more
focused on the imaging, which has to be proven. My guess is
that we will end up with some kind of prediction modeling
which is a combination of clinical parameters, comorbidities,
clinical scoring, and imaging. And what is happening with atrial
fibrillation predictions for recurrent stroke is getting more
sophisticated.38

One problem with these prediction models is that there are so
many papers submitted and it is getting a little overwhelming.
I think the field needs to get focused on a few scales: get them
validated and combine them with imaging as well as clinical
parameters. We can’t have 20 scales, where everyone is trying to
come up with their own scale. Unfortunately, this is what I see
happening.

As the editor of Stroke, how many hours per week do you
dedicate to doing journal work?

It has changed over the four years because I have gotten more
efficient over the time I have worked here. The people I work with
have gotten more efficient. We have a fine assistant.

I would say I spend about 12–14 hours a week directly on it,
but there are other things that I can’t say directly impact on what I
do for the journal. I can tell you that Vladimir Hachinski, before I
started at Stroke, told me that it will not take as much time as you
think. He also told me that he spent a lot of time thinking about
stuff related to the journal that he didn’t include in his “dedicated”
time; and that is true for me! So I would say the direct work is not
as much as people would imagine, but I spend a lot of mental
energy at times.
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What have you learned from being the editor of the Stroke?

“It is a village.” A lot of people contribute and it is very
important to see that the “village” is inclusive. The stroke field is a
big field and it is an increasingly important field not only in the
developed countries but in the developing world as well. The most
valuable and important lesson I have learned is that you need to
make an effort to involve the many parts of the field; the different
constituencies and the different geographical components.
Personally, I have spent a lot of time communicating and travel-
ling to China. I go there a couple of times a year because it is such
an important disease in China; it is the number one cause of death.
I feel like it is important to make them feel like they are part of the
community. It is a big village; everyone has to get involved, [and]
that is what I am trying to do.

What is the most satisfying aspect of your job as editor?

The most satisfying aspect of being the editor of Stroke is the
ability to influence the field by inviting reviews and editorials that
educate the stroke community and get it to think about important
clinical and research issues.

How much does the editor-in-chief influence the type of
articles published in Stroke (i.e. basic science versus clinical vs
drug trials). Some idea if there is a balance that is desired for
the journal.

The editor does not have much influence as to what type of
articles is submitted in regard to original research. We try to not
have bias in our evaluation of original research articles. Invited
content is where we can exert influence over content.39

How does Stroke handle academic and economic conflicts of
interest?

We ask authors to disclose economic conflicts related to their
paper such as stock ownership. Academically, we ask handling
editors and reviewers to recuse themselves if they have obvious
conflicts with the authors of papers assigned to them.

What do you consider to be yourmajor accomplishment as the
editor of Stroke?

I think mymajor accomplishment has been to be as inclusive as
I can concerning the nature of the content we publish in Stroke and
the composition of the editorial board and other head groups. The
cerebrovascular field has many diverse components and in my
opinion Stroke as the leading journal in the field needs to
acknowledge the importance and contributions of all of those
components of the field.39

Can you tell us examples of “the good” and “the bad” of
stroke research?

I would say good research is highly innovative and novel that
expands our knowledge base and inspires others to move the field
forward. Bad research would be research that does not comply
with the high standards of research as exemplified by the
preclinical checklist I initiated in 2010.

How does being a scientist allow you to explore other interests
in life?

The opportunity to interact with friends and colleagues around
the world over the past 30 years has had a profound influence on
me as a person and my world view. With such people, I initially
have stroke as a common denominator and then we get to know
each other personally, which gives me great insight about them,
their country, and their culture.

Could you name three important qualities to be a respected
scientist?

Integrity, insight, and ability.

How would you define “success”?

I can only speak for myself, but to me success is self-
recognition that you have tried the best as you can to move the
field that you work in forward, done research in an ethical and
innovative manner, helped to train your successors, and
contributed to your local institution as well as national and inter-
national organizations.

How would you define “being an expert”? How much do you
trust/rely on expert opinions?

An expert is someone who truly knows the field he or she
works in and recognizes both the positive and negative aspects of
work done by themselves and others. Some so-called experts are
not really experts, and how much I trust experts is an individual
decision based upon their accomplishments and integrity/intel-
lectual honesty.

What advice would you give to a young student considering a
career in science?

You need to pick an area to work in that is truly interesting to
you and hopefully one that will allow you to make meaningful
contributions to society. Once you have chosen a field, you should
be trained and mentored by talented productive mentors. You can
then try to figure out how best to launch your career, which can be
difficult with the current funding environment.

Closing Remarks

Several major advances have occurred in stroke in the past two
decades. Most relevant areas include acute stroke (e.g. new throm-
bolytic agents, new devices for endovascular therapy), stroke pre-
vention (e.g. new antiplatelet agents, benefits of antihypertensive
and lipid-lowering agents), and rehabilitation (e.g. robotics, virtual
reality technology). Risk stratification can help tailor specific inter-
ventions aimed at improving stroke outcomes. Finally, Dr. Fisher
highlighted that curiosity, teamwork, and mentorship are key ele-
ments when pursuing an academic career in stroke.

ACKNOWLEDGMENTS

The authors thank Dr. Marc Fisher, editor of Stroke, for parti-
cipating in this interview.

DISCLOSURES

Dr. Saposnik is supported by the Distinguished Clinician-
Scientist Award from the Heart and Stroke Foundation of Canada

LE JOURNAL CANADIEN DES SCIENCES NEUROLOGIQUES

Volume 42, No. 1 – January 2015 5

https://doi.org/10.1017/cjn.2014.119 Published online by Cambridge University Press

https://doi.org/10.1017/cjn.2014.119


(HSFC). Dr. Tom Schweizer is supported by a personnel award
from the HSFC and an Early Researcher Award from the Ontario
Ministry of Research and Innovation.

The opinions reported in this article are independent from the
CJNS editorial office.

REFERENCES

1. Tissue plasminogen activator for acute ischemic stroke. The National
Institute of Neurological Disorders and Stroke rt-PA Stroke
Study Group. N Engl J Med. 1995;333:1581-7.

2. Albers GW, Goldstein LB, Hess DC, et al. Stroke treatment academic
industry roundtable (stair) recommendations for maximizing the
use of intravenous thrombolytics and expanding treatment options
with intra-arterial and neuroprotective therapies. Stroke.
2011;42:2645-50.

3. Fisher M, Hanley DF, Howard G, Jauch EC, Warach S, STAIR
Group. Recommendations from the stair v meeting on acute
stroke trials, technology and outcomes. Stroke. 2007;38:245-8.

4. Minematsu K, Fisher M, Li L, et al. Effects of a novel nmda
antagonist on experimental stroke rapidly and quantitatively
assessed by diffusion-weighted mri. Neurology. 1993;43:
397-403.

5. Minematsu K, Fisher M, Li L, Sotak CH. Diffusion and perfusion
magnetic resonance imaging studies to evaluate a noncompetitive
n-methyl-d-aspartate antagonist and reperfusion in experimental
stroke in rats. Stroke. 1993;24:2074-81.

6. Reith W, Hasegawa Y, Latour LL, Dardzinski BJ, Sotak CH,
Fisher M. Multislice diffusion mapping for 3-d evolution of
cerebral ischemia in a rat stroke model. Neurology. 1995;45:
172-7.

7. Mokin M, Khalessi AA, Mocco J, et al. Endovascular treatment of
acute ischemic stroke: the end or just the beginning? Neurosurgi
Focus. 2014;36:E5.

8. Goyal M, Almekhlafi M, Menon B, et al. Challenges of acute
endovascular stroke trials. Stroke. 2014;45:3116-22.

9. Mortimer AM, BradleyMD, Renowden SA. Endovascular therapy in
hyperacute ischaemic stroke: History and current status. Interv
Neuroradiol. 2013;19:506-18.

10. Thierfelder KM, von Baumgarten L, et al. Penumbra pattern assess-
ment in acute stroke patients: comparison of quantitative and non-
quantitative methods in whole brain ct perfusion. PloS One.
2014;9:e105413.

11. Manning NW, Campbell BC, Oxley TJ, Chapot R. Acute ischemic
stroke: time, penumbra, and reperfusion. Stroke. 2014;45:640-4.

12. Almekhlafi MA, Menon BK, Freiheit EA, Demchuk AM, Goyal M.
A meta-analysis of observational intra-arterial stroke therapy
studies using the merci device, penumbra system, and
retrievable stents. AJNR Am J Neuroradiol. 2013;34:140-5.

13. Klein L. ACP Journal Club. Review: new oral anticoagulants
reduced stroke and systemic embolism compared with warfarin in
AF. Ann Intern Med. 2012;157:JC3-2.

14. Hart RG, Diener HC, Coutts SB, et al. Embolic strokes of unde-
termined source: the case for a new clinical construct. Lancet
Neurol. 2014;13:429-38.

15. Bosch PR, Harris JE, Wing K, American Congress of Rehabilitation
Medicine Stroke Movement Interventions Subcomittee. Review
of therapeutic electrical stimulation for dorsiflexion assist and
orthotic substitution from the American Congress of Rehabilita-
tion Medicine stroke movement interventions subcommittee.
Arch Phys Med Rehabil. 2014;95:390-6.

16. Pietrzak E, Cotea C, Pullman S. Using commercial video games for
upper limb stroke rehabilitation: is this the way of the future?
Topics Stroke Rehabil. 2014;21:152-62.

17. Saposnik G, Levin M, Outcome Research Canada Working Group.
Virtual reality in stroke rehabilitation: a meta-analysis and
implications for clinicians. Stroke. 2011;42:1380-6.

18. Alberts MJ, Latchaw RE, Selman WR, et al. Recommendations for
comprehensive stroke centers: a consensus statement from the
brain attack coalition. Stroke. 2005;36:1597-616.

19. Stradling D, Yu W, Langdorf ML, et al. Stroke care delivery before vs
after JCAHO stroke center certification. Neurology. 2007;68:469-70.

20. Tong E, Hou Q, Fiebach JB, Wintermark M. The role of imaging in
acute ischemic stroke. Neurosurg Focus. 2014;36:E3.

21. Miller TS, Brook AL, Riedel CH, Hirsch JA, Yoo AJ. Expanding
the role of NCCT in acute stroke imaging: thrombus length
measurement and its potential impact on current practice.
J Neurointervent Surg. 2014;6:5-6.

22. Lev MH. Perfusion imaging of acute stroke: its role in current and
future clinical practice. Radiology. 2013;266:22-7.

23. Ahmed N, Wahlgren N, Grond M, et al. Implementation and out-
come of thrombolysis with alteplase 3-4.5 h after an acute stroke:
an updated analysis from sits-istr. Lancet Neurol, 9:866-74.

24. Bluhmki E, Chamorro A, Davalos A, et al. Stroke treatment with
alteplase given 3.0-4.5 h after onset of acute ischaemic stroke
(ECASS III): additional outcomes and subgroup analysis of a
randomised controlled trial. Lancet Neurol. 2009;8:1095-102.

25. Hill MD, Kenney C, Dzialowski I, et al. Tissue window in stroke
thrombolysis study (twist): a safety study. Can J Neurol Sci.
2013;40:17-20.

26. Kelly AG, Hellkamp AS, Olson D, Smith EE, Schwamm LH.
Predictors of rapid brain imaging in acute stroke: analysis of the
get with the guidelines-stroke program. Stroke. 2012;43:1279284.

27. Horton M, Modi J, Patel SK, et al. Refinement of imaging predictors
of recurrent events following transient ischemic attack and
minor stroke. PloS One. 2013;8:e65752.

28. Lansberg MG, Lee J, Christensen S, et al. RAPID automated patient
selection for reperfusion therapy: a pooled analysis of the
Echoplanar Imaging Thrombolytic Evaluation Trial (EPITHET) and
the Diffusion and Perfusion Imaging Evaluation for Understanding
Stroke Evolution (DEFUSE) Study. Stroke. 2011;42:1608-14.

29. Liebeskind DS, Tomsick TA, Foster LD, et al. Collaterals at angio-
graphy and outcomes in the Interventional Management of Stroke
(IMS) III trial. Stroke. 2014;45:759-64.

30. Nambiar V, Sohn SI, Almekhlafi MA, et al. CTA collateral status and
response to recanalization in patients with acute ischemic stroke.
AJNR Am J Neuroradiol. 2014;35:884-90.

31. Menon BK, Bai HD, Modi J, et al. The ICV sign as a marker of
increased cerebral blood transit time. Can J Neurol Sci.
2013;40:187-91.

32. Eilaghi A, Brooks J, d’Esterre C, et al. Reperfusion is a stronger
predictor of good clinical outcome than recanalization in
ischemic stroke. Radiology. 2013;269:240-8.

33. BlancoM, Castillo J. Stroke in 2012: major advances in the treatment
of stroke. Nat Rev Neuro. 2013;9:68-70.

34. Saposnik G, Fang J, Kapral MK, et al. The iscore predicts effec-
tiveness of thrombolytic therapy for acute ischemic stroke. Stroke.
2012;43:1315-22.

35. Saposnik G, Kapral MK, Liu Y, et al. IScore: a risk score to predict
death early after hospitalization for an acute ischemic stroke.
Circulation. 2011;123:739-49.

36. Flint AC, Xiang B, Gupta R, et al. Thrive score predicts outcomes
with a third-generation endovascular stroke treatment device in
the trevo-2 trial. Stroke. 2013;44:3370-5.

37. Michel P, Odier C, Rutgers M, et al. The Acute Stroke Registry and
Analysis of Lausanne (ASTRAL): design and baseline analysis of
an ischemic stroke registry including acute multimodal imaging.
Stroke. 2010;41:2491-8.

38. Dzeshka MS, Lip GY. Specific risk scores for specific purposes: use
CHADSDS2-VASc for assessing stroke risk, and use HAS-BLED
for assessing bleeding risk in atrial fibrillation. Thromb Res.
2014;135:217-8.

39. Saposnik G, Johnston SC, Raptis S, Ovbiagele B, Fisher M. Stroke
journal: what is being published to advance the field? Stroke.
2013;44:2644-9.

THE CANADIAN JOURNAL OF NEUROLOGICAL SCIENCES

6

https://doi.org/10.1017/cjn.2014.119 Published online by Cambridge University Press

https://doi.org/10.1017/cjn.2014.119

	Outline placeholder
	What led you to become a clinician-researcher?
	When did you become interested in Stroke?
	What was a regular day for you while being at the University of Massachusetts?
	What would be the top three rewards for you? How can Marc Fisher feel rewarded?
	So what do you like and dislike about being a researcher?
	Where do you get inspired?
	What do you consider to be your major accomplishments as a clinician&#x002F;researcher?
	Moving toward the advancements in stroke, what do you think are five hot topics in stroke?
	What were the major discoveries in ischemic stroke in the past decade?
	You highlighted the importance of imaging. How do you think imaging will actually affect the way we treat patients with stroke?
	You mentioned some interesting paradigms: Responders versus nonresponders. There are other paradigms (e.�g. recanalization vs nonrecanalization) that are commonly used in acute stroke care. The controversy about recanalization versus nonrecanalization is 
	What is the role of risk stratification for selecting specific therapies?
	As the editor of Stroke, how many hours per week do you dedicate to doing journal work?
	What have you learned from being the editor of the Stroke?
	What is the most satisfying aspect of your job as editor?
	How much does the editor-in-chief influence the type of articles published in Stroke (i.�e. basic science versus clinical vs drug trials). Some idea if there is a balance that is desired for the journal
	How does Stroke handle academic and economic conflicts of interest?
	What do you consider to be your major accomplishment as the editor of Stroke?
	Can you tell us examples of &#x201C;the good&#x201D; and &#x201C;the bad&#x201D; of stroke research?
	How does being a scientist allow you to explore other interests in life?
	Could you name three important qualities to be a respected scientist?
	How would you define &#x201C;success&#x201D;?
	How would you define &#x201C;being an expert&#x201D;? How much do you trust&#x002F;rely on expert opinions?
	What advice would you give to a young student considering a career in science?
	Closing Remarks
	Acknowledgments
	ACKNOWLEDGEMENTS


